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CALCIUM ACTION — combined with BROMINE SEDATION 


CALCIBRONAT 


CALCIUM-BROMIDO-GALACTOGLUCONATE 


A new organic salt with the high calcium ratio—| Ca : 2 Br 
Less danger of bromism — Palatable — Well tolerated 


EFFERVESCENT TABLETS: Tins - 10 and 50 AMPULES: 10 cc. 
GRANULES (non-effervescent): Tins - 100 and 500 Gm. BOXES: 5, 20 and 100 
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By JAMES BARRETT BROWN, M.D., Lt. Col., 
Medical Corps, Senior Consultant in Plastic and 
Maxillo-facial Injuries and Burns, E.T.O., U.S.A., 
Associate Professor of Surgery, Washington Univer- 
sity, St. Louis. 

And FRANK McDOWELL, M.D., Assistant in Clin- 
ical Surgery, Washington University, 


The material for this concise and timely book has been col- 
lected over many years, but was compiled now under the 
stress of war because of the great need. The final chapter, 
“Treatment of Burns in World War II,” was written by 
Dr. Brown while on active duty in the Eastern Theatre of 
Operation in October, 1942. It contains methods of treat- 
ment tested under actual war conditions. A total of five 
chapters covers the primary care and treatment of burns and 
eleven chapters are about skin grafting. Only those skin 
gtafting procedures are recommended with which the authors 
have had first-hand experience at the Washington Univer- 
sity Medical School, Children’s Hospital and Barnes Hos- 
pital. -The illustrations, most of them of atlas size, com- 
prise a large and important part of the book. A most use- 
ful, concise, and well-illustrated volume, and completely up- 


to-the-minute! 


131 Illustrations ~ 5 


Atlas Page Size - About 200 Pages 


























J. B. Lippincott Company, East Washington Sq. Philadelphia, Pa. 


Please send me Brown and McDowell’s SKIN GRAFTING OF BURNS ($5) 
(1) Check enclosed 0 Send C.O.D. (0 Charge my account 


Name 


Address 
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ENDURING CHARACTER 





SIXTY-SEVEN YEARS—TIME TO TRAIN SUCCEEDING CROPS OF 
YOUNG MEN IN LILLY TRADITIONS—TIME TO ESTABLISH A 
SOLID FOUNDATION ON A POLICY THAT IS STRIKINGLY LIKE 


THE GOLDEN RULE, 


ELT LILLY AND COMPANY 


i“ 2 ta ee ee TS, INDIANA, U. S. A. 
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| 
To Serve the Wartime Physician... 


In war as in peace, our single purpose is to serve you. As your 
needs change the books we publish reflect those changes. The 
three new texts described below are just a few of those we are pub- 





Let us send them to you today! 


CHEMOTHERAPY OF 
GONOCOCCIC INFECTIONS 


The material in this new book is based upon 
experience with sulfathiazole alone in the treat- 
ment of 800 patients in the past two years. 
Approximately 1,000 additional patients were 
observed under treatment with neoprontosil, 
sulfanilamide, sulfacetamide, sulfapyridine, sul- 
fadiazine, dimethyl-disulfanilamide, sulfanilyl- 
sulfanilamide and sulfamethylthiazole. 


by RUSSELL D. HERROD. 140 pages, 
PRICE, about $3.00. 


FRACTURES OF THE JAWS 


After a preliminary discussion of diagnosis, 
fragment displacement, emergency treatment, 
this text leads you into a practical illustrated 
presentation of general treatment and methods 
of fixation in fractures of the facial bones. 
For each fracture several adaptable methods 
are described. There is a special chapter on 
WAR ASPECTS, another on radiographic 


technic. 


by GLENN MAJOR. 440 pages, 225 il- 
lustrations. PRICE, about $6.00. 


\ BS all A V. a Company, 
. i vd., 
Mail I St. Leuia, Mo. 
Ce : 
I 
Today / | Dr. Spahinpmiani 





lishing for the wartime physician—be he in the armed forces or 
at home. These books cover vital topics, bear vital information. 











Comprehensive Presentation of 
Famed TRUETA Technic 


PRINCIPLES and PRACTICE 
of WAR SURGERY 


Possibly the greatest individual contribution 
to surgery of modern war, this timely book 
reflects Trueta’s vast experience in the Span- 


ish War and in World War II. 


Trueta sets forth precisely and in complete 
detail all the technical. procedures which 
he has adopted as a result of his experience. 


In addition to the TRUETA technic, how- 
ever, he enters fully into shock, transfusion, 
aerobic and anaerobic infections (including 
gas gangrene and tetanus), chemotherapy, 
antiseptics, anesthesia, skin grafting, ampu- 
tation and treatment of burns. 


by J. TRUETA, M.D., formerly Direc- 
tor of Surgery, General Hospital of 
Catalonia, University of Barcelona; As- 
sistant Surgeon (E.M.S.), Wingfield 
Morris Orthopaedic Hospital, Oxford. 
425 pages, 144 illustrations. PRICE, 
about $6.00. 








— eee eee 


{ Gentlemen: Send me the following book(s): 


_....... Attached is my check 
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HIGH BLOOD PRESSURE IN ARTERIAL HYPERTENSION 





causes an initial reduction in 
blood pressure about fifteen 
minutes after administra- 
tion. The greatest decline in 
blood pressure occurs in 
about half an hour, and the 


action persists for three or . 


four hours. Administration 
of Erythrol Tetranitrate 
Merck three times daily, in 
the dosage found most ap- 
propriate for the individual 
patient, may be continued 
over a prolonged period 
with sustained effect. 
Literature on Request 


FOR VICTORY—BUY WAR SAVINGS BONDS AND STAMPS 


INDICATIONS 
In cases where mild, ual, and 
prolo: vascular dilatation is 


desired. For the reduction of high 
blood pressure in arterial hyper- 
tension. For the prophylaxis and 
relief of attacks of angina pectoris. 


DOSAGE 
The average dosage is 14 to 1 grain 
every 4 to 6 hours. 


HOW SUPPLIED 
Tablets—¥ grain: bottles of 50 
and 500. 


Tablets— 4 grain: tubes of 24; 
bottles of 100 and 500. 





§ 
i 
' 
iE] 
'e 
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ERYTHROL 
TETRANITRATE 
12 © 2 5a Op 64 


MERCK & CO. Inc. Manufacturing Chemists RAHWAY, N. J. 














Yai. Sb No. SOUTHERN WEDICW OCRNAL 





te reduce industrial absenteeism 
dve to urinary infections 


Im the wital battle of production, it is essemtial thet ewery worker be kept om 
Whee 2 wer worker suffers with ome of the common urinary infections, Pyti- 
Gam ts of decuded serwice. Thus is especulliy ewidiert im the milder, amnbduilant 
cases of umimary imfectiom. 

The prompt and effective symptomatic relief pro- 
widied bar Pymaditam comtributes to @ more repad 
recowery, with the result that the worker cam be 
returmed to bus job soomer tham would otherwise 
be possrbiie. 

Pyridium is comvement to adimumater. The average 
oral dose ts 2 tablets tid. At this dosage lewel, :t 
possesses the combined advantages of relative 
nomtomerty, effectivemess im the presence of exther 
acad or alkalime urime, and local analgesic effect om 
the wrogemttal mucosa. 


MERCK & CO., Inc. .@enuafeckning Chomiés RAHWAY, N. J. 
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The different sulfonamides, although varying 
in degree, are in general of low solubility. 


Bacteria recover if sulfonamide inhibition is 
relaxed while they are still viable. Optimal effect is 
obtained by keeping the drug in enough concentra- 
tion against them continuously until they die without 
reproducing. 


These two basic circumstances are now effect- 
ively met in treatment of infected wounds and burns; 
in impetigo and other purulent skin diseases by 


means of Sulthigel 


Sulthigel is sulfathiazole-sodium 5% in a jelly 
base. It is distinct in that it provides a more soluble 
form of sulfathiazole in the carrier—water—that most 
readily yields up the active drug to the attack on 
bacteria. 


Concentrated at the site of accessible local 
infections, repeated applications of Sulthigel may be 
made to maintain bacteriostatic action, yet the amount 
of drug in the blood stream remains surprisingly low. 


“Certainly, at the present time, there is no 
reason to consider any other local antiseptic treat- 
ment until sulfathiazole has been given an adequate 
trial.’—Green and Parkin of Sheffield, England, in 
the Lancet (August 22, 1942). 


Sulthigel is supplied in 4 oz. and 1 Ib. glass jars. 





George A. Breon:« Company 
~DPharmaceabial, Qhemishs 
KANSAS CITY, MO, 
New York Atlanta Los Angeles Seattle 
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‘When the 


stitches 


are removed... 


F sioner the last stitch is removed post- 
operatively, the patient still has a long 
uphill road to travel to regain normal robust 
health and endurance. But the road may often 
be smoothed and the convalescence hastened 
if the patient is maintained in a proper state 
of nutrition. 

To this end, Liver and Yeast Extract, 
Armour, may often prove most serviceable. 
This palatable combination of liver extract 
and hydrolyzed brewer’s yeast is absorbed 
rapidly and its physiological stimulating effect 
is noticed promptly. The yeast before hydro- 
lysis is washed free from gastro -intestinal 
irritating principles. The hydrolyzing and stab- 
ilizing processes are so conducted that the 
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liver odor and taste are eliminated, while both 
the primary and secondary anti-anemic prop- 
erties, as well as the vitamin B complex of 
both liver and yeast, are preserved. 

Liver and Yeast Extract, Armour, is of value 
not only in convalescence and post-partum, 
but in a number of other malnutritional states 
often evidenced by furunculosis, inflammatory 
or ulcerative lesions of the mucous membranes 
and skin, lack of endurance, malaise, etc. 


DosE: two teaspoonfuls twice daily, best 
administered diluted with a little water, 
milk or fruit juice. Where there is a de- 
cided secondary anemia, it may be given 
in conjunction with some form of iron. 


Have confidence in the preparation 
you prescribe... 
specify ‘‘ARMOUR’”’ 


THE ARMOUR LABORATORIES + CHICAGO, ILL. 


Headquarters for Medicinals of 
Animal Origin 
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Physici ns know 


from clinical experience 


the reliabihty of 





Pil. Digitalis vais 
(Dantes, Rose) Sem | 


They conform now, sn, 8 


Gaston, Mass., 6.5. 




















as in the past, 


with U.S.P. requirements 


Each pill is equivalent to 1 U.S.P.XII Digitalis Unit. “One 
United States Pharmacopoeial Digitalis Unit represents the potency 
of 0.1 Gm. of the U.S.P. Digitalis Reference Standard.” —U.S.P.XII. 


Made from Powdered Digitalis Leaf, Pil. Digitalis (Davies, 
Rose) present the entire therapy of the drug, not an isolated prin- 
ciple or a glucoside separated from its other active principles. 


Standardized according to Pharmacopoeial requirements, they 
permit a uniform and accurate dosage. 


These freshly prepared, standardized pills are put up in bot- 
tles of 35, forming a convenient package for the physician’s pre- 
scription, obviating the necessity of rehandling. 


Sample for clinical trial sent on request. 





DAVIES, ROSE & COMPANY, Limited 
BOSTON, MASSACHUSETTS, U.S.A. he 
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@ The two cardinal virtues of a 
good antiseptic, bactericidal po- 
tency and lack of toxicity, are 
exhibited by ‘S.T. 37’ Antiseptic 
Solution to a marked d€gree. 


This outstanding preparation, 
used clinically for more than 
twelve years, is not only highly 
bactericidal and clinically non- 
toxic, but exerts a soothing local 
analgesic effect as well. 


The low surface tension of ‘S.T. 37’ 
Antiseptic Solution increases its 
effectiveness by making possible 
the penetration of minute tissue 
spaces, and, since the preparation 
evaporates rather slowly, its action 
is prolonged for destruction of 





WHAT IS REQUIRED 
OF AN ANTISEPTIC? 





resistant organisms. 


*S.T. 37° Antiseptic Solution 
(1:1000 solution of ‘Caprokol’ 
pron neappie e8 is not only an 
efficient surgical antiseptic but has 
proved particularly useful in the 
prevention or treatment of infection 
and relief of pain associated with 
minor cuts, burns and abrasions. 

Moreover, it is oil-free, and may 
therefore be applied to the respira- 
tory epithelium without danger of 
producing lipoid pneumonia. 

Finally, ‘S.T. 37’ Antiseptic 
Solution is odorless and colorless, 
and can be safely swallowed in full 
strength. Supplied in bottles of 5 
and 12 fluidounces. 


‘8.1.37’ ANTISEPTIC SOLUTION 


PHILADELPHIA 
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“Sore Throat” is the complaint-of-the- 
month, presenting pain and congestion 
as the most prominent features. 

Dillard’s Aspergum provides a valu- 
able control factor for the pain, muscle 
stiffMess and congestion encountered 
in tonsillitis, pharyngitis, and the post- 
tonsillectomy state. 

The constant flow of soothing, anal- 
gesic-laden saliva reaches areas often 
inaccessible to gargles or irrigations, 
and maintains prolonged contact with 
affected surfaces. Muscle spasticity is 
reduced by chewing, and absorption of 
the products of inflammation is has- 


10 











tened. 


Dillards Aspergum 


Each tablet contains 334 grains of acetylsalicylic 


























acid, incorporated in a pleasantly flavored chewing 


gum base. 
Available in moisture-proof bottles of 36 tablets. 
Ethically promoted; not advertised to the laity. 
* 


WHITE LABORATORIES, Inc. 
NEWARK, NEW JERSEY 
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During the War... 


VITAMINS AT REDUCED PRICES 
DIRECT TO DOCTORS 





e We are undergoing an economic strain of foreign war and tax burdens 
at home. Many businesses are closed. Men are out of work and short of 
funds. Financial data show that the average earnings per capita are 
reduced. Whenever the economic level is depressed, the food budget is 
cut. When the American diet is lowered, vitamin deficiencies appear. 


We want our laboratories fo serue our people 


THE DOCTOR IS THE JUDGE. Every physician has patients who would 
benefit by appropriate vitamin supplements. Some of these cannot afford 
to pay the customary drug store prices. Let us help. Your patient gets 
the benefit. The opinion of the physician is final. 


Ath for our price list direct lo physicians 








e In B-Complex, they are combined by NATURE in the 
oldest and best known vitamin products available to Doctors... 


BREWERS’ YEAST (HARRIS) 
POWDER 


Contains the full quota of vitamins— 
thiamin, riboflavin, nicotinic acid, pyri- 
doxine, pantothenic acid, factor W and 
the six other factors described as 
factors of the B-Complex. 


BREWERS’ YEAST (HARRIS) 
BLOCKS 


These 712 grain blocks are compressed 
from the same yeast, sold at the price 
of the powder. Such economy has not 
been offered by any other manufactur- 
ers. Contains B;, Bo, By, Bg, nicotinic 
acid and yeast cell salts (as above). 


THE HARRIS LABORATORIES 


TUCKAHOE 








YEAST VITAMINE (HARRIS) 
TABLETS 


Contain a concentrate from yeast— 
more potent than the whole yeast— 
smaller dosage—all the factors of the 
B-Complex. Palatable—proven by phy- 
sicians for 22 years. 


CRYSTALLINE VITAMINS 


1. Vitamin B; (Thiamin) — Tablets 
and sterile solution for injections. 

2. Vitamin Bo (Riboflavin)—Tablets 
—usual dosage. 

3. Vitamin C (Ascorbic Acid)—Tab- 
lets and sterile solution — ampuls. 

4. Nicotinic Acid — Tablets — usual 
dosage. 


February 1943 
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PRIVINE’ 


HY DROCHLORIDE 





@A product of Ciba re- 
search introduced after 
years of extensive labo- 
ratory and clinical study. 


New Powerful ‘Synthetic Vasoconstrictor 


> PRIVINE-Hydrochloride acts quickly to 
clear nasal congestion due to Colds, Hay 
Fever, Rhinitis, Ethmoiditis, and Rhino- 
sinusitus. Its markedly prolonged dura- 
tion of effect is outstanding .. . in most 
cases the vasoconstriction lasts from 2 to 
6 hours. 


p> Great care has been exercised in pre- 
paring PRIVINE-Hydrochloride solutions 
to meet all requirements for modern nasal 
medication!. The isotonic and buffered 
solution restores the normal pH of the 


“Trade Mark Reg. U. S. Pat. Of. 


nasal mucosa and maintains ciliary 
activity. 

> PRIVINE-Hydrochloride (Brand of 
Napazoline) applied either by drops or 
nasal spray is preferred by physician and 
patient due to its lack of local or systemic 
side effects. Available in 0.1% solution 
in 1 oz. bottles and also 0.05% in 1 oz. 
bottles for children. Literature and sam- 
ples on request. 


1. Fabricant, M. D.: “Nasal Medication,” Willams and 
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Celiac Disease Yields 


to New Treatment— 
VITAMIN B COMPLEX 


(PARENTERAL) 


Lederle 


ey RECENTLY CARRIED OUT* reveal 
that celiac disease is probably a defi- 
ciency disease. Impairment of absorption 
of necessary factors, rather than low intake 
seems to characterize this syndrome. When 
‘Vitamin B Complex (Parenteral) Lederle”’ 
and Liver Extract were administered intra- 
muscularly, absorption of fat and glucose, 
as well as intestinal motility and the clinical 
course, were favorably influenced; and 
these results were achieved within three to 
six weeks. 

“Solution Liver Extract (Parenteral) 
Lederle”? may be used together with “‘Vita- 
min B Complex (Parenteral) Lederle’ ac- 
cording to the plan of therapy outlined.* 
After the capacity to absorb has been re- 
Before Treatment After Treatment stored, usually in three weeks, oral vitamin 
‘ B complex therapy may be sufficient. 

The significance of this plan is empha- 
sized by the fact that the Department of 
Pensions and National Health of the Cana- 
dian Government sent on Sept. 28, 1942 a 
circular letter to all medical doctors in 
Canada, outlining this method of treat- 
ing celiac disease. 








*MAY, C. D.; MCCREARY, J. F., and BLACKFAN, K. D.: J. Pediat. 
21: 289—Sept., 1942. 


PACKAGES: 

“Vitamin B Complex (Parenteral) ZLederle’’ (each cc. 

contains: 
Thiamine Hydrochloride (Bi), 3 mgm., Riboflavin (Bz), 
0.3 mgm., Niacinamide, 10 mgm., vitamin extracts de- 
rived from 55 Gm. fresh liver, supplying not less than 
0. * mgm. Pyridoxine (Bs) and 1.7 mgm. Pantothenic 
Acid). 

1—10 cc. vial 

“Vitamin B Complex Tablets Lederle’’ (each tablet 

contains: 
Thiamine Hydrochloride (Bi) 2.0 mgm., Riboflavin (Bz) 
2.0 mgm., Pyridoxine (Bs) 0.5 mgm. - Pantothenic Acid 
5.0 mgm., Niacinamide 10.0 mgm., vitamin extracts de- 
rived from 8 Gm. fresh liver). 

Bottles of 25, 50, 100 and 1,000 tablets 


“Solution Liver Extract (Parenteral) Lederle’ 
3-3 ce. vials (10 U.S.P. Injectable units each) 


Reproduced from the article ‘“Notes concerning the 
Cause and Treatment of Celiac Disease’’ Journal 
of Pediatrics, September, 1942.* Lederle 


New York, N. Y. 

















LEDERLE LABORATORIES, INC., 30 Rockefeller Plaza, 
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> ORALLY ACTIVE 
URALLY-OCCURRING ESTROGEN 
well tolerated . ... . imparts a feeling of well-being 


AYERST, McKENNA & HARRISON (U.S.) Limited .. .. Rouses Point, N. Y. 


Pianeers of Oral Estrogens 
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Vitality and valentines, proper nutri- 
tion and radiant health . . . every 
physician recognizes the connection 
—and the need it emphasizes for 
more milk in the diet of growing 
children. Irradiated Carnation 
Evaporated Milk—pure, digestible, 
nourishing, with extra richness in 





VITALITY 


and 





vitamin D—is an admirable source 
of all the essential milk nutrients . . . 
as good for older children as it is 
for infants. In a 1:1 (whole milk) 
dilution for drinking, or used up to 
full strength to add milk solids to 
cooked foods, it fully satisfies every 
milk need. 


“Physicians are invited to write for “Continuing After Weaning With 
Irradiated Carnation Evaporated Milk.’ Address Carnation Company, 


Milwaukee, Wis., or Toronto, Ont. 


IRRADIATED 


Carnation 
& ‘“‘FROM oaeey 
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~ TWO-DIRECTIONAL APPROACH 


TO URINARY THERAPY WITH 


MAND BLAM 


Reg. U.S. Pat. Off. (Meth ine Ma 





The chemical combination of 


Mandelic Acid and Methenamine 


N the treatment of pyelitis, cystitis, pro- 
statitis and related urinary infections, 
Mandelamine makes available to the phy- 
sician the two-directional approach of effec- 
tiveness and safety. ” 


Mandelamine is effective. According to pub- 
lished reports, symptoms of urinary infec- 
tions in some cases have been alleviated 
within three to five days, and in many in- 
stances complete recovery has been accom- 
plished in ten to fourteen days. 

Mandelamine is safe. The comparatively 
small dosage required with Mandelamine 
enables it to be used with a high degree of 


VI 






Supplied in enteric coated 
tablets, sanitaped, in 
packages of 120; in hospi- 
— of 500 and 


freedcm from vomiting, cramps, malaise or 
any of the untoward reactions which are 
frequently encountered with other urinary 
antiseptics. 

Mandelamine achieves these therapeutic re- 
sults without the need for an accessory acidi- 
fying agent, routine urinary pH control cr 
drastic diet and liquid restrictions. 


If you have not yet used Mandelamine, we 
suggest that you give it a trial. In this way, 
you will be able to appreciate the definite 
advantages which Mandelamine can offer 
you. A free sample, and descriptive litera- 
ture, will be sent to you upon request. 


NEPERA CHEMICAL CO. INC. 
Manufacturing Chemists YONKERS, New York 
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Bawled out... 
who me? 


The doctor I work for is one of the busiest pediatricians 


in town. 


When I started working for him, I noticed that he was 
prescribing plain cow's milk modified—almost as routine. 
Once in a while when he had a problem case—he would 
look to S-M-A as his trouble-shooter. 


Well, that made me wonder. If S-M-A* worked so well in 
tough cases . . . wouldn’t it work even better on normal 
infants? 





\ I mentioned this to the doctor. For a minute, he looked 
as if he was going to bawl me out. But instead, he said it 
sounded like a good idea. He decided to try S-M-A 
on all of his patients... for a while. 


The results were so successful . . . he gave me a raise 


last week! 
* * * 


Why don’t you try S-M-A in your own practice, doctor? 
See if it doesn’t work better. 





With the exception of Vitamin C —S-M-A has still another highly im- 
... S-M-A is nutritionally complete. portant advantage not found in other 
Vitamins B,, D and A are included = modified milk formulas. It contains 
in adequate proportion... ready to —a_special fat that resembles breast 
feed. Their presence in S-M-A pre- _ milk fat . . . resembles it chemically 
vents the development of subclinical and physically—according to im- 
vitamin deficiencies . . . because the _ partial laboratory tests. S-M-A fat is 
infant gets all the necessary vitamins more readily digested and tolerated 
right from the start. by most infants than cow's milk fat. 











S. M. A. Corporation 
8100 McCormick Boulevard 


& Chicago, Illinois 


S-M-A, a trade-mark of S.M.A. Corporation, for its brand of food tion of milk sugar and potassium chloride; altogether forming ao 
especially prepared for infant feeding—derived from tuberculin-  antirachitic food. When diluted according to directions, it is essen- 
tested cow's milk, the fat of which is replaced by animal and veg- * tially similartohumanmilk in percentages of protein, fat, carbohydrate 
etable fats, including biologically tested cod liver ail; with the addi- and ash, in chemical constants of the fat and physical properties. 


The infant food that is 
nutritionally complete 


“REG. U. S. PAT. OFF. 
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A PEACETIME DEVELOPMENT— 


ASSIGNED A MAJOR ROLE IN WARTIME 











wa introduced a few years ago, the G-E 
Photo-Roentgen Unit was acclaimed a most 
practical solution to the problem of conducting mass 
x-fay chest surveys economically— yet efficiently. For 
this unit, by the method of direct photography of 
the fluoroscopic image, made it feasible to use 4 by 
5-inch instead of 14 by 17-inch films—at about one- 
tenth the material cost! 


That hospitals, tuberculosis associations, city, county, 
and state health departments had long awaited this 
development, was soon evident, for today G-E 
Photo-Roentgen Units are fulfilling important as- 
signments in all sections of the country. 


And, as though this development had been timed 
for war-time service, G-E Photo-Roentgen Units 
were installed in scores of induction centers shortly 
after the Selective Service Act became effective. Thus 


the U. S. Army Medical Department was quickly 
provided with a practical method for obtaining re- 
liable radiographic records of millions of men— 
upon entering, likewise upon their discharge from 
service. 

Interesting are the predictions of how medical science 
will further extend the use of these facilities in the 
peacetime to come, with results ultimately benefitting 
all walks of life. 


Thus the considerable time and effort which a devel- 
opment of such far-reaching possibilities involves, 
again has proved fully justified. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL., U. S$. A. 





Tobias. We5p Buy = eS. ler Sends 
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@ The name is never abbreviated; and the product is 
not like any other infant food — notwithstanding a 


confusing similarity of names. 


The fat of Similac has a physical and chemical com- es 
position that permits a fat retention comparable to 


that of breast milk fat (Holt, Tidwell & Kirk, Acta a Gk fost 
Pediatrica, Vol. XVI, 1933) . .. In Similac the —— prepared 
or infant feeding, 


made from tuber- 


proteins are rendered soluble to a point approximating é 
culin tested cow’s 


the soluble proteins in human milk . . . Similac, milk (casein modi- 
u " fied) from which 
like breast milk, has a consistently zero curd tension part of the butter 
ae fat is removed and 

. . . The salt balance of Similac is strikingly like to which has been 
“ . added lactose, olive 

that of human milk (C. W. Martin, M. D., New York oil, cocoanut oil, 
=e corn oil, and cod 

State Journal of Medicine, Sept. 1, 1932). No other liver oil concen- 


trate. 








substitute resembles breast milk in all of these respects. 








—> SIMIVAC } teeast wite ° 


M&R DIETETIC LABORATORIES, INC. ° COLUMBUS, OHIO 
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ll 7 lent 
that must 
nok fail 


The ultimate strength of a nation 
is based on the physical well-being 
of its people. Of small worth in 
the defense of America would be 
a powerfully equipped Army and Navy — 
without a physically-fit personnel. Yes, and 
of small worth such military might with- 
out the support of a physically-fit civilian 
population ...in”the defense industries, 
the mines, the farms, and countless other 
occupations essential to the nation’s welfare. 


Vitally important, therefore, is the part 
our medical profession plays in maintain- 
ing Public Health. And standing shoulder 
to shoulder with you are the manufacturers 





of pharmaceuticals, appa- 
ratus and supplies... 
sparing no effort tosee that 
everything essentialto / 
the physician’s armamen- 


Si PATTERSON'S 
facilities devoted 100% THE 
to Public Health and Defense Z 





Since X-Ray screens are essential to the 
radiological profession, Patterson has long 
been preparing to maintain production 
through this emergency. Research as well 
as output are being stepped up. As always, 
our extensive testing facilities and highly 
trained personnel are maintaining labora- 
tory control over every process from raw 
materials to finished screens. As a 
result, the roentgenologist will continue 
to receive the unexcelled perform- 
ance he expects from his Patterson 
intensifying and fluoro- 
scopic screens. 


PATTERSON SCREEN CO. 
TOWANDA, PA., U. S. A. 


tarium is forthcoming. SZ the United Nations > 


Patterson 


, = 


~ 


weet 
ay Screens 
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MAJOR SOURCE OF 
BONE-BUILDING CALCIUM... 


to 
ne 











In the case of the young child, the usual diet, exclusive of milk, 
contains approximately 0.2 Gm. of calcium, while the diet of the 
older child contains approximately 0.3 Gm. The remainder of 


the daily requirement of 1 to 
1.5 Gm. is usually supplied 
by milk. Thus one may speak 
of the milk requirement in 
relationship to the calcium 
need. 


HORLICK’S 
FORTIFIED 


prepared with milk, provides an 
agreeable, daily source of food cal- 
cium, and in addition, presents the 
biologically complete proteins of 
milk plus a recognized daily mini- 
mum requirement of Vitamins A, 
Bi, D and more than 50% of G. 


Recommend 
HORLICK’S 


The Complete Malted Milk— 
Not Just a Malt Flavoring for 
Milk. 


HORLICKS 
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course of the disease. 


sulfonamides has occurred. 


E. R. Squibb & Sons. 





E. R. SquisB & SONS, Professional Service Department 
745 Fifth Avenue, New York, N. Y. 


Gentlemen: Attached hereto is my professional card or letterhead. 


Please send me without obligation, literature and sample of Serenium. 


Secenium 


DIMINISHES DISTRESSING SYMPTOMS IN 


GENITO-URINARY INFECTIONS 


By INHIBITING the growth of the organisms in gonorrhea, 
pyelitis (pyelonephritis), cystitis and other urinary pyo- 
genic infections, Serenium not only soothes and dimin- 
ishes the distressing symptoms but frequently shortens the 


While clinical reports show that certain sulfonamides 
are effective against genito-urinary infections, there is evi- 
dence that sensitivity to these drugs occurs more fre- 
quently than originally expected. Many physicians are 
prescribing Serenium for adjunctive treatment with sul- 
fonamides, or, as the drug of choice where sensitivity to 


Serenium* (diamino 4’ ethoxy azobenzene hydrochlo- 
ride) is an orally administered antiseptic dye character- 
ized by its high uniform purity, low toxicity and wide 
margin of safety. It acts in acid or alkaline urine and is 
compatible with other commonly used drugs. It is sup- 
plied in chocolate-coated tablets of 0.1 gram each in bot- 
tles of 25, 50 and 500. Usual dose is one tablet t. i. d. 
before meals. Full information and samples on request. 


* “Serenium” (Registered in U. S. Patent Office) is a trade-mark of 


E-R - SQUIBB & SONS, NEW YORK 


Manufacturing Chemists to the Medical Profession Since 1858 


suascesessesg 


SMJ 243 
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ae 
A Bland, Bulk Laxative 
which is non-digestible, non-absorptive 
of fat-soluble vitamins and 
contains no diluents 
"Py This hydrophilic colloid ts 
ioe available in 4-0z. and 16-0z. 
bottles as Mucilose Flakes 
and Mucilose Granules. 
Frederick | “a Stear ) S & Company 
Since 1855... ESSENTIALS OF THE PHYSICIAN’S ARMAMENTARIUM 
SEW YORK KANSAS CITY DETROIT, MICH. SAN FRANCISCO WINDSOR, ONTARIO 


SYDNEY, AUSTRALIA AUCKLAND, NEW ZEALAND 








43 





Vol. 36 No. 2 





SOUTHERN MEDICAL JOURNAL 





Well Tolerated Salicylization 
NATURAL SALICYLATES WITH ALKALIES 


Where salicylates must be given 
continuously over long periods and 
in heavy dosage, the matter of 
gastric tolerance becomes a major 
clinical problem. 


ELIXIR 


ALYSINE 


Brand of Natural Salicylate and Alkaline Salts 
In this preferred method of admin- 
istration, Merrell’s Natural Sodium 
Salicylate is combined in 1:2 ratio 
with selected alkaline salts. 

You will find Alysine useful in 
treating the common cold, influ- 


enza, la grippe, tonsillitis, arthritis, 
rheumatism, and other conditions 
where salicylate-alkali medication 
is indicated. 


Alysine and the Sulfonamides 
Used adjunctively to the ‘“‘sulfa” 
drugs in chemotherapy, Alysine 
provides a desirable alkaline factor 
as well as helping to relieve muscu- 
lar aches and pains. 

Elixir Alysine is supplied in 4- 
ounce, pint and gallon bottles. Also 
available in Powder and Effer- 
vescent Tablets. 


Write for Literature and Sample of Elixir Alysine 


Reg. U.S. Pat. Off. 


Trade Mark “Alysine” 
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HEMATINIC PLASTULES 


For blood donors the hemoglobin regeneration rate 
increases nearly 50% and the recovery period is 
drastically shortened when small amounts G gama are 
administered. + 


Hematinic PLASTULES provide iron in the ferrous 
state quickly available for conversion into hemo- 
globin. They are easy to take and well tolerated. 
Hematinic PLASTULES Plain contain dried ferrous 
sulphate U.S.P.X. 5 gr. and yeast concentrate .75 
gt., supplied in bottles of 50, 100 and 1000. Also 
available with Liver Concentrate. 





Ferrous Iron 
Sealed from the Air Donors.” JAMA... 118:421:1942. 


+Fowler and Barer: ‘‘Rate of Hemoglobin Regeneration in Blood 


but not from the *Reg. U. S. Pat. 
Patient THE BOVININE COMPANY - CHICAGO, ILLINOIS 
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Help wanted for Women at Work... 

































Today, more 
and more women 
man factories, 
mills, offices . .. 
many of them 
unaccustomed 
to the strain of 
industrial jobs. 
Result: fatigue, 
too frequent “rests”, slowed pro- 
duction, “‘absenteeism” . . . much of 
it traceable to poor body mechanics. 

In the relief of certain types of 
workers’ fatigue, Camp Supports 
play an increasingly important role. 
For these supports are designed 
along anatomical lines; they 
lessen back strain and protect 
against sprain. 

It is a matter of medical record 
that these supports have—for 30 
years—successfully aided men and 
women to achieve better posture 
. . - hence to feel more fit . . . do 
more work with less fatigue. 


S. H. CAMP & CO., Jackson, Mich. 
World's largest manufacturers of scientific sup- 
ports. Offices in New York, Chicago, Windsor, 
Ont., London, Eng. 


















i rt as an 
MP Anatomical Suppo 
ene t aid in the treatment o 


poor body mechanics. 






importan 
fatigue due to 


CS he ORTHOPEDIC - MATERNITY 
“ HERNIAL - POSTOPERATIVE 
Sypila opesity - VISCEROPTOSIS 
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Wyeth’s Phosphaljel*, Aluminum Phosphate 
Gel, is a special preparation for use in the 
treatment of peptic ulcer. Phosphaljel has 
been found to be effective in gastrojejunal 
ulcer,1 which has been called the most resist- 
ant type of peptic ulcer.? 


Phosphaljel was first employed in an at- 
tempt to prevent ea jejunal ulcer 
in Mann-Williamson dogs. With Phosphal- 
jel, ulcers were prevented in twenty of 
twenty-three Mann-Williamson animals; 


furthermore, in a group of animals which 
developed Mann-Williamson ulcers, the ad- 
ministration of Phosphaljel caused complete 
healing of the ulcers in nine of ten cases.* 


These striking results led to the successful 
use of Phosphaljel in the treatment of peptic 
ulcer in man and disclosed its special useful- 
ness in those cases of peptic ulcer associated 
witha relative or absolute deficiency of pancre- 
atic juice, diarrhea or a low phosphorus diet.* 


GASTROJEJUNAL ULCER. Most difficult of all to treat satisfactorily—are gastrojejunal 
ulcers*. In these highly resistant lesions Phosphaljel has been found to be effective. Gastro- 
jejunal ulcers may occur after surgical procedures such as that shown below. 





SUBTOTAL GASTRECTOMY 
(THE HOFMEISTER ANASTOMOSIS) 


JOHN WYETH & BROTHER, 


PHOSPHALJEL 


Wyeth ALUMINUM PHOSPHATE GEL 


Dose: One or two tablespoonfuls every two hours, 
during the active stage of the ulcer. Later in the 
course of management, three tablespoonfuls with 
meals and at bedtime, or two tablespoonfuls six 
times daily with and between meals. 


1. Fauley, G. B.; Freeman, S.; Ivy, A. C.; Atkinson, Ae Jo3 
and Wigodsky, H. S.; Aluminum or in the 
Therapy of Peptic Ulcer, Arch. Int. Med. 
67: 563-578 (March) 1941. 

- Marshall, S$. F., and Devine, J. W. Jr.; 
Gastrojejunal Ulcer, S. Clin. North America, 
743-761 (June) 1941. #Reg. U. S. Pat. Off. 
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INCORPORATED, PHILADELPHIA 
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Intravenous Therapy 


Accessories by 


ct 
Sr 


PrReoouc?t or 


1: a ee Oe LABORATORIES 


Gleaviaw nois ollege Point, New York Actor ario + London, England 


PRODUCED AND DISTRIBUTED IN THE ELFVEN WESTERN STATES BY DON BAXTER, INC sLENDALE ALIFORNIA 


AMERICAN HOSPITAL SUPPLY CORPORATION 


CHICAGO . NEW YORK 
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TO THEM IT WAS A“LIMB” 


N the plush and gilt homes of these mid-Victorians a leg 
was a “limb”, and constipation, “biliousness”, for which the 
proper cure was a strong “physic”. That they managed to sur- 
vive and reach ripe ages is a tribute to their innate robustness. 


Today we have different ideas about what constitutes a good 
therapeutic measure in the relief of constipation. Physicians 
the world over have adopted Agarol as an evacuant that 
assures results the easy, gentle, yet dependable way. The 
original mineral oil-agar-gel emulsion, with phenolphthalein, 
Agarol acts by softening the intestinal contents, making their 
propulsion painless and easy, and at the same time supplying 
the stimulation needed for thorough evacuation. 


If you are not yet acquainted with Agarol, we suggest that you 
send for a free trial supply, addressing your request on your 
letterhead to the Department of Professional Service. 


A GAR O WILLIAM R. WARNER & CO., INC. 
113 WEST 18th STREET, NEW YORK CITY 
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"THE relief from pain following the local applica- 

tion of Panalgesic is considerable and prolonged, 
due to the high concentration of salicylates (58% 
by weight), and their exceptional absorbability, 
brought about by the presence of optimal propor- 
tions of camphor, menthol, and alcohol. @ Indi- 
cated for relief of pain in neuritis, neuralgia, mus- 
cular rheumatism, lumbago, sciatica, muscular 
aches and sprains. @ May be safely used before 
or after heat or light therapy. 


Wittiam Pp 7 Cyt 2és4 6 COL Re 


RICHMOND, VIRGINIA 
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e Look at him go! First in any chow line, 
this rookie’s enthusiastic gorging is offset, : 
fortunately, by a strenuous program of exer- < ” 
cise. His counterpart among the “Rocking ~~ 

Chair Brigade” still has to be considered. 
When over-indulgence and lack of exercise 
are causative factors in constipation, relief 
may often be obtained with Petrogalar.* 


It helps to soften thoroughly the stool 
and encourages regular, comfortable bowel 
movement. Petrogalar is acceptable even 
with “stuffy” patients because of its pleas- 
ant taste and ready miscibility in water. 


It may be taken directly from the spoon 
or from a glass. Consider Petrogalar for the 
treatment of constipation. 


FOR THE TREATMENT OF CONSTIPATION 
Petrogalar— 


4 


*Reg. U.S. Pat. Off. Petrogalar is an aqueous suspension of pure 
mineral oil each 100 cc. of which contains 65 cc. pure mineral oil 
pended in an aq jelly containing agar and acacia. 








Petrogalar Laboratories, Inc. - 8134 McCormick Boulevard + Chicago, Illinois 
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No Let-Down in Interest 


because— 


No Let-Down in Dependability 


THE NEW /-MINUTE TABLET TEST FOR URINE-SUGAR 








@ IN THE LABORATORY @ IN THE HOME © IN THE OFFICE 


Advantages which Offer Special Appeal 
No external heating required ¢ Active reagents in a single tablet ¢ Standard 
fool-proof technic e Dependable—closely approximates Benedict’s, Fehling’s, 
Haines’ tests e Indicates sugar at 0%, 4%, 4%, 34%, 1% and 2% plus 


TEST CONSISTS OF THESE 3 SIMPLE STEPS 

@ 5 drops urine p/us 10 drops 
water 

@ Drop in tablet 


© Allow for reaction and 

compare with color scale 
Available through your prescription 
pharmacy. Write for full descrip- 
tive literature. 








EFFERVESCENT PRODUCTS, INC. 


ELKHART, INDIANA 
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St. Elizabeth’s Hospital 


Richmond, Virginia 


STAFF 

J. Shelton Horsley, M.D., Surgery and Gynecology 

Guy W. Horsley, M.D., General Surgery and Proc- 
tology 

Douglas G. Chapman M.D., Internal Medicine 

Wm. H. Higgins, M.D., Consultant in internal 
Medicine 

Austin I. Dodson, M.D., Urology 

Charles M. Nelson, M.D., Urology 

Fred M. Hodges, M.D., Roentgenology 

L. O. Snead, M.D., Roentgenology 

R. A. Berger, M.D., Roentgenology 

Helen Lorraine, Medical Illustration 


Visiting Staff 
o~ J. Warthen, Jr., M.D., Surgery 
. Dix, M.D., Internal Medicine 
} P. Baker, Jr., M.D., Internal Medicine 
Marshall P. Gordon, Jr., MD., Urology 
Howell F. Shannon, D.M.D., Dental Surgery 
Administration 
N. E. PATE, Business Manager 
The operating rooms and all of the front bedrooms 
are completely air-condi 


School of Nursing 


The School of Nursing is affiliated with Johns 
Hopkins Hospital School of Nursing in Baltimore 
for a three months’ course each in Pediatrics and 
Obstetrics. 


Address: Director of Nursing Education 








The Martin X-Ray and 
Radium Clinic 


3501 Gaston Ave. - Dallas, Texas 
ADJOINING GASTON HOSPITAL 


e 


For x-ray diagnosis and the treatment of 
cancer, uterine hemorrhage and other 
conditions requiring radiation therapy. 


o 


Jas. M. Martin, M.D. Chas. L. Martin, M.D. 














Saint Albans Sanatorium 
RADFORD, VA. 





A modern, ethical institution, fully equipped 
for the diagnosis, care and treatment of nerv- 
ous and mental diseases and selected addiction 
cases. 2,000 feet elevation. Rates reasonable. 
Occupational and Hydrotherapy Departments. 


JAMES P. KING, M.D. 
WILEY D. LEWIS, M.D. 
FRANK A. STRICKLER, M.D. 














ALLEN’S INVALID HOME 
Established 1890 MILLEDGEVILLE, GA. 
For the treatment of 


NERVOUS AND MENTAL DISEASES 
Grounds 600 Acres — Buildings Brick, Fireproof — 
Comfortable — Convenient — Site High and Healthful 

E. W. ALLEN, M.D., Department for Men 

H. D. ALLEN, M.D.. Department for Womer. 

Terms Reasonable 
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The 


Cincinnati Sanitarium 
Inc. 1873 


For Mental and Nervous Diseases 


A strictly modern hospital fully 
equipped for the scientific treatmen: 
of nervous and mental affections 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


—— A. North, M.D. 

: arles Kiely, D. 

H. P. COLLINS, Business Manager Visiting Consultants 
Box No. 4, College Hill D. A. Johnston, M.D. 


CINCINNATI, OHIO Medical Director 














“REST COTTAGE’’ College Hill, Cincinnati, Ohio 


For purely nerv- 
ous cases, nutri- 


tional errors and 
convalescents. 
Cc. letel ee 





ter h ydrotherapy, 
massages, etc. 


Cuisine to meet 


individual needs. 


Emerson A. North, 
Charles Kiely, 
M.D. 
Visiting 
Consultants 


D. A. Johnston, 
M.D., Medical 
Director 


H. P. Collins, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincinnati, 
Ohio 
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FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions 
Established in 1925 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill. 1050 feet above sea level. overlooking 


the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


JAMES A. BECTON, M.D., Physician-in-Charge 








P. O. Box 2896, Woodlawn Station, Birmingham, Ala. Phones 9-1151 and 9-1152 
J. E. STANFILL, M.D. WALTER R. WALLACE 
Medical Director ‘. Business Manager 





‘dina THE WALLACE SANITARIUM so pannssses 


For over thirty years in successful operation; just eight miles from the heart of the city, in a quiet suburb. occupy- 
ing sixteen acres of beautiful grounds, this Sanitarium is especially equipped for the treatment of drug addiction. 
alcoholism, nervous, and mental disorders, the care of patients requiring metrazol and insulin therapy and is ideal 
for convalescents. 
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MEMPHIS, meena. Route 6, Box 288 
the Diagnosis and Treatment of Mental and Nervous Disorders 
Located on the Raleigh- — yp ah Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
the supervision of a trained therapist. An adequate nursing personnel gives individual attention to each patient. 
Cc. C. TURNER, M.D., F.A.C.P., Neuropsychiatrist NICHOLAS GOTTEN, M.D., F.A.C.S., Neurosurgeon 





° 

















Wie TOOK 


ESTABLISHED I91t >: RICHMOND, VIRGINIA 











For the Treatment of Nervous and Mental Disorders 
and Addictions to Alcohol and Drugs 


THE STAFF 
DEPT. FOR MEN DEFT. POR WOMEN 
JAS. K. HALL, M.D. PAUL V. ANDERSON, M.D. 
ASBOPINER® > 
EDWARD HM. WILLIAMS, M.D. < 
aunest PmusenaAn, “M.D. REX BLANKINSHIP, M.D. 
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For Patients With 
Alcoholic Problems 


--The Farm 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 


CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 








TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverley R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thorough- 
ly and modernly equipped. The nurses are 
specially trained in the care of nervous 


cases, 











BRAWNER’S SANITARIUM 


Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


@ For Nervous and Mental Disorders 


Drug and Alcohol Addictions 


thod. 





Approved di ic and th 
Metrazol and Electro-shock in selected cases. 


Special Department for General Invalids and 


Senile Csaes at Monthly Rates. 


JAMES N. BRAWNER, M.D. 
Medical Director 


ALBERT F. BRAWNER, M.D. 
Depa ow for Men 
JAMES N. BRAWNER, IR. 


F nae eeaa for Women 

















“In the Mountains of Meridian’ 
MERIDIAN, MISS. 


Diagnosis and Treatment of NERVOUS 
AND MENTAL DISEASES, “gy 
AND DRUG ADDICTIONS. 

equipped for the treatment of MENTAL 
DISORDERS and those requiring ELEC. 
TRO-SHOCK THERAPY. nvalescents, 
elderly people and mild chronic mental 
cases also admitted. 


Write P. O. Box 106 or Telephone 524 


Dr. M. J. L. Hoye, Supt. 


Fellow of the American Psychiatric 
Association 


HOYE’S SANITARIUM 
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HIGH OAKS SANATORIUM 


LEXINGTON, KENTUCKY 
Dr. Sprague’s Sanatorium 


An established private hospital of thirty beds which treats selected cases of mental or nervous illness, liquor or drug 
addictions, in surroundings suggesting a private home rather than an institution. Lovely large grounds. Separate 
building for men patients. All outside rooms. Generously adequate nursing care. Hydrotherapy. Active psy- 
chotherapy individually applied. Psychoanalysis if indicated. Supervised occupation and recreation. Rates on applica- 


tion, according to accommodations desired. 


Address inquiries to: DR. GEORGE S. SPRAGUE, Supt., 
Telephone: 302 Lexington, Kentucky 











DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 
315 Brackenridge Avenue Phone: Fannin 5522 


For Nervous and Mental Diseases, Drug and Alcohol Addiction and 
Nervous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved diagnostic 


and therapeutic methods. Seven buildings, each with separate lawns, each featuring a small sep- 
arate sanitarium, affording wholesome restfulness and recreation, in doors and out doors, tactful 


nursing and homelike comforts. 
G. H. MOODY, M.D. J. A. McINTOSH, M.D., F.A.C.P. 
Superintendent 


Founder 











McGulIRE CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 


. . « Medical and Surgical Staff .. . 


General Medicine: Urology: Obstetrics: 
James H. Smith, M.D. Austin I. Dodson, M.D. H. C. Spalding, M.D. 
Hunter H. McGuire, M.D. Charles M. Nelson, M.D. W. Hughes Evans, M.D. 


Margaret Nolting, M.D. James M. Whitfield, M.D. 


John P. Lynch, M.D. Otol oe ae Sindiaiaieitines 
a, .D. 
Orthopedic Surgery: Thomas E. Hughes, M.D. J. Lloyd Tabb, M.D 
William Tate Graham, M.D. : Dental Surgery: 
} amy Tucker, MD. General Surgery: John Bell Williams, D.D.S. 
Stuart McGuire, M.D. Guy R. Harrison, D.D.S. 
W. Lowndes Peple, M.D. 
Pathology: Webster P. Barnes, M.D. Ophthalmology: 


J. H. Scherer, M.D. Philip W. Oden, M.D. Francis H. Lee, MD. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND, VIRGINIA 


Medicine: 


ALEXANDER G. BROWN, JR., M.D. 
ORTH, M.D. 


OSBORNE O. ASHW 


ALEXANDER G. BROWN, ti MD. 


Obstetrics: 


BEN H. GRAY, M.D. 
WM. DURWOOD SUGGS, M.D. 
SPOTSWOOD ROBINS, M.D. 


Ophthalmology, Otolaryngology: 
ot a M. MILLER, M.D. 
. L. MASON, M.D. 


Pediatrics: 
ALGIE S. HURT, M.D. 


CHAS. PRESTON MANGUM, M.D. 


Physiotherapy: 
MOZELLE SILAS, R.N., R.P.T.T. 


Surgery: 
CHARLES R. ROBINS, M.D. 
STUART N. MICHAUX, M.D. 
A. STEPHENS GRAHAM, M.D 
CHARLES R. ROBINS, JR., MD. 


Urological Surgery: 
FRANK POLE, M.D 
MARSHALL P. GORDON, JR., M.D. 


Oral Surgery: 
GUY R. HARRISON, D.D.S. 


Pathology: 
REGENA BECK, M.D. 


Resntqeneiogy and Radiology: 
HODGES, M.D. 
. SNEAD, M.D. 
K. = BERGER, M.D. 


Executive Director 
HERBERT T. ‘WAGNER, M.D. 











CITY VIEW SANITARIUM 


For MENTAL and NERVOUS DISEASES 
and ADDICTIONS 


Established in 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and equipped with every facility for the 
comfort, care, and treatment of the class of patients received. 


It is upon the character of service rendered, rather than upon physical facilities that the reputa- 
tion of such an institution must rest, and to give every patient the maximum of individual atten- 
tion and unremitting care at all times is the basic principle of our work. An efficient organiza- 
tion exists in all departments. There is maintained an abundantly sufficient staff of capable 
nurses, divided into day and night shifts, assuring to every patient constant service thtough each 
of the twenty-four hours of the day. At midnight this service is as real as at midday. 


Situated in the midst of a fifty-acre tract and surrounded by a large grove and attractive lawns. 


JOHN W. STEVENS, M.D. WILL CAMP, M.D. 
Founder Medical Director 


TENNESSEE R. F. D. No. 1 NASHVILLE 


Reference: The Medical Profession of Nashville 
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Sterile Shaker Pachages Sulfanilamide 


Onur total output of 5 gram Sterile Shaker Packages of Crys- H. VED. 


talline Sulfanilamide, 30-80 mesh, developed by our research staff in co- 
operation with military authorities for the treatment of wounds in com- 
bat zones, has previously been requisitioned for military needs (totaling 
more than thirty million packages). 

Completion of our new Sulfanilamide Division plant ahead of schedule 
and the resulting increased production has now made it possible for us to 
supply these packages for civilian medical use. 

We will now accept orders for Sterile Shaker Packages of Crystalline 
Sulfanilamide. 

The package will be available only by or on the prescription of a physician. 


Complete information and prices on request. 


HYNSON, WESTCOTT & DUNNING, INC. 
Baltimore, Maryland 
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PENETRATING GUNSHOT WOUNDS OF 
THE ABDOMEN* 


By FRANK L. LortA, M.D., F.A.C.S. 
New Orleans, Louisiana 


Penetrating gunshot wounds of the abdomen 
very probably comprise the gravest group of all 
the major emergencies involving this cavity. 
Although mortality rates giving rise to optimism 
have occasionally been reported, ordinarily the 
death rate in these cases still fluctuates between 
50 and 60 per cent. The continued pessimism 
surrounding penetrating abdominal gunshot in- 
juries is amply borne out by the recent observa- 
tions of Moorhead! at Pearl Harbor, who found 
that the “intrathoracic cases did extremely well; 
but the intra-abdominal group furnished the 
largest mortality.” 

Despite the fact that much has been written 
on abdominal gunshot injuries most of the con- 
tributions are concerned with reports of personal 
experiences and hence the report of personal 
cases. Statistical studies, analyzing the various 
phases of penetrating abdominal gunshot in- 
juries, in which more than one hundred cares 
have been studied and reported, have been rela- 
tively few. The first repert on the study of a 
large series of penetrating wounds of the ab- 
domen was made by Fenner? in 1901. Since 
then studies of large series have been reported 
by Wallace,® McGuire,‘ Mason,* Billings and 
Walking,® Loria,‘*°1° Oberhelman and Le- 
Count,'! Rippy,'* Jolly’ and others. 


SOURCE OF MATERIAL 


The present report, representing the experi- 
ences of the Charity Hospital at New Orleans 


Southern Medical Association, 
Richmond, Virginia, November 


*Read in Section on Surgery, 
Thirty-Sixth Annual Meeting, 
10-12, 1942. 

*From the Department of Surgery, Tulane University School 
of Medicine, and the New Orleans Charity Hospitel, New Or- 
leans, Louisiana. , 


during fifteen years prior to January 1, 1942, 
is the result of a careful and thorough study of 
the records of 478 cases admitted to this institu- 
tion for treatment during this time. The au- 
topsy records of all fatal cases were additionally 
studied from the files in the office of the Orleans 
Parish Coroner. In this study every important 
phase of this subject has been considered. Ac- 
cordingly, not only the surgical phase but also 
the sociological and racial aspects as wei! have 
received careful consideration. 

It is interesting to note that from January 1, 
1900, to January 1, 1942, there were admitted 
to the Charity Hospital at New Orleans a total 
of 31,751 cases of penetrating and non-penetrat- 
ing gunshot and stab wounds involving all re- 
gions. The penetrating gunshot wounds of the 
abdomen, numbering 1,571 patients, constitute 
4.9 per cent of this entire group. During this 
same time 1,203 cases of penetrating stab 
wounds of the abdomen have also been treated 
at this hospital. Therefore, over this period of 
42 years 2,774 cases of penetrating abdominal 
gunshot and stab injury victims have been ad- 
mitted to this institution, an average of slightly 
more than 66 cases each year. We in New Or- 
leans believe this institution cares for more 
cases of penetrating abdominal injuries than any 
other institution of its size anywhere in the world 
during peacetime. This unenviable record makes 
of this hospital a veritable laboratory wherein 
such injuries are seen sufficiently frequently to 
afford a desirable variety in the study of these 
cases. 


SOCIOLOGIC ASPECTS 


In the present series of 478 cases the Negro 
plays an important role. The 324 Negro vic- 
tims constitute 67.8 per cent of the total, as 
against the 154 whites who accounted for 32.2 
per cent of these cases. Not all cases represented 
acts of violence committed in the City of New 
Orleans, as 147 (30.7 per cent) of these victims 
were sent to this institution for treatment from 


the surrounding country districts. 
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INCIDENCE communication, is that the great majority of 
those cases with severe shock had lost a massive 
Race and Sex Total Lived Died Mortality amount of blood as the result of their wounds. 
White males 119 53 66 55.46 per cent Shock -Abdominal Gunshot Injuries 
White females 35 18 17 48.57 per cent 12 
Colored males 267 119 148 55.43 per cent aan 
Colored females 57 26 31 54.38 per cent 
ern ae 100 
Totals 478 216 262 54.81 per cent 6 
se 
Table 1 x 
Showing 478 cases cf penetrating gunshot wounds of the O60} 
abdomen classified according to race and sex. . 
>) 
S40 
The revolver was the weapon of choice by the = 
assailants in this series. Hence, 410 cases, or ‘d 
85.8 per cent, were the victims of wounds in- 
flicted by this weapon. The mortality in this 
group was 54.8 per cent. Among the 16 cases Absent Slight Moderate Severe Unknown 
— P 8 Vorfality 15% 1733% 4285%  68848% 58.70% 


shot with the 0.22 caliber rifle there were five 
deaths, resulting in a mortality rate of 31.3 per 
cent; whereas, the 19 deaths among the 38 vic- 
tims of buckshot and birdshot wounds accounted 
for a mortality rate of 50 per cent. 

The study of the criminal status of the cases 
comprising this series showed that 410 (85.8 per 
cent) were victims of homicidal acts. Nineteen 
cases (3.98 per cent) were of suicidal intention, 
and 49 victims (10.3 per cent) were accidental. 

Of the entire 478 cases, 390 (81.6 per cent) 
were cases ranging from 11 to 40 years of age. 
The youngest victim was 9 years of age and the 
eldest 71. Generally the mortality rate increased 
with each decade of life, although among the 
three cases younger than 11 years there were 
two fatalities. Like other large series of these 
cases, males were the most frequent victims with 
386 cases as against the 92 female victims. 


SHOCK 


One of the most important considerations in 
a study of penetrating gunshot wounds of the 
abdomen is shock. The study of the degree of 
shock in the present series showed that in the 
60 cases in which shock was said to be absent 
the mortality rate was 15 per cent; and that in 
the 75 cases showing evidence of slight shock 
the mortality rate was 17.3 per cent. The 49 
cases presenting evidence of moderate shock had 
a mortality rate of 42.9 per cent; and in the 139 
cases with severe shock, the mortality rate was 
88.5 per cent. The 155 cases in which the ex- 
tent of shock could not be determined had a 
death rate of 58.7 per cent. An interesting ob- 
servation, to be elaborated upon in a future 


Graph 1 


Shock as observed in 478 cases of penetrating gunshot wounds of 
the abdomen, and its influence on the mortality. Those patients 
in whom shock was found to be severe showed a considerably higher 
mortality rate than those in whom it was said to be absent, slight, 
or moderate. This study on shock refers to the condition of these 
patients on admission to the emergency room of the Charity Hos- 
pital in New Orleans. 


MORTALITY BETWEEN OPERATIVE AND NON- 


OPERATIVE CASES 


In the 369 cases celiotomized in this series, 
which comprised 77.2 per cent of the total num- 
ber, there were 182 fatalities, giving a mortality 
rate of 49.3 per cent. In the 109 cases not op- 
erated upon there were 80 deaths, a mortality 
rate of 73.4 per cent. The group operated upon 
were generally considered good surgical risks, 
whereas, in the non-operative group many were 
moribund and hence inoperable on admission. A 
few refused operation, and in perhaps several an 
erroneous diagnosis of no intra-abdominal in- 
jury accounts for the fact that the patient had 
no laparotomy. 


TIME INTERVAL BETWEEN INJURY AND 
OPERATION 


The time elapsing between injury and opera- 
tion is frequently referred to as “time lag.” The 
general impression among writers of abdominal 
trauma is that the mortality rate increases with 
the increased time interval between injury and 
operation. As most cases of penetrating ab- 
dominal gunshot injuries are celiotomized within 
six hours of the injury, the writer has divided the 
present group into those patients operated upon 
within the first six hours and those explored 
after six hours. Although it appears rather para- 
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Graph 2 


Difference in the mortality rates between the operated and non- 
operated cases. Many among the latter were moribund on admis- 
sion. Hemorrhage and shock was the greatest single cause of death 
in the entire series. General peritonitis was next in importance as 
a cause of death. These two causes together accounted for 96.9 
per cent of the fatalities in this series. 


doxical, the mortality rate in the first group was 
48.3 per cent and in the second group 49.3 per 
cent. Further study shows that generally when 
the cases are arranged in hourly groups the mor- 
tality rates in these groups show relatively little 
difference. 


ABDOMINAL GUNSHOT WOUNDS 

















Total Lived Died Mortality 
1 hour 103 52 51 49.51 per cent 
2 hours 63 36 27 42.85 per cent 
3 hours 50 26 24 48.00 per cent 
4 hours 29 14 15 51.72 per cent 
5 hours 22 10 12 54.54 per cent 
6 hours 10 5 5 56.00 per cent 
7 hours 17 & 11 64.70 per cent 
8 hours 5 3 2 40.00 per cent 
9 hours 7 3 4 57.04 per cent 
10 hours 6 4 2 33.33 per cent 
11 hours 3 1 2 66.66 per cent 
12 hours 6 3 3 50.00 per cent 
Over 12 hours 25 15 10 40.00 per cent 
Interval not given 23 9 14 60.87 per cent 
Table 2 


Time interval between injury and operation and its influence 
on the mortality rate. 


DURATION TIME OF OPERATION 


That the duration time of the operation in- 
fluences unfavorably the mortality rate in pene- 
trating abdominal gunshot injuries is rather 
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forcefully brought out by the study of this phase 
of the subject in the cases laparotomized. The 
mortality rate among those patients in whom the 
duration time of the operation was not more 
than ninety minutes remained around 50 per 
cent. However, after this time the death rate 
increased abruptly, reaching nearly 87 per cent 
among the cases whose operating time ranged 
from 120 to 150 minutes. In 267 cases (72.4 per 
cent) in which the operation was completed 
within 120 minutes, the mortality rate was 52.4 
per cent. In 20 cases in which the operation 
lasted more than two hours there were 16 deaths, 
a mortality rate of 80 per cent. In 82 cases 
the duration time of the operation could not be 
determined from the information given on the 
records. 





roo ete 


Duration of Operation- Influenaz on Mortality 





Graph 3 


Influence of the duration time of operation on the mortality rate. 
There were no cases in which the duration time was between 180 


and 210 minutes. It will be noted that up to 90 minutes the 
mortality rate-is around 50 per cent, It begins to rise noticeably 
at 120 minutes. The four cases in which the duration time was 
between 150 and 180 minutes, and showing two deaths, are unusual 
in this respect. 


ANESTHETICS USED 


The anesthetic of choice by most of the sur- 
geons operating upon these cases was ether. Ac- 
cordingly, in 191 cases (51.8 per cent) operated 
upon, ether was the anesthetic used. In this 
group there were 108 deaths, a mortality rate of 
56.5 per cent. Spinal anesthesia, used on 74 pa- 
tients, or 20 per cent of the cases laparotomized, 
comprised the next largest group. In this group 
there were 23 fatalities, a mortality rate of 31.1 
per cent. This is the lowest mortality rate of 
any large group in this phase of the study, 
and is so conspicuous as to merit further con- 
sideration in spite of the fact that many be- 
lieve spinal anesthesia to be contraindicated :n 
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these cases. Aside from a group of 35 cases given 
a combination of ether and ethylene (mortality 
rate 62.9 per cent) in this series, no other one 
anesthetic group contained enough cases to per- 
mit any conclusion. However, the mortality 
rate of 20 per cent in five cases given cyclopro- 
pane, and a mortality rate of 18.8 per cent in 16 
cases given cyclopropane and ether are note- 
worthy. 


ORGANS AND OTHER STRUCTURES INJURED 


The mortality rate increased rapidly with the 
number of organs injured. Accordingly, in the 
26 cases with injury to no organ nor important 
structure, the rate was 3.9 per cent. In those 
cases with one injured organ the mortality rate 
was 34.7 per cent. In the group with injury to 
two organs the mortality rate was 66.5 per cent. 
In the cases with injury to three organs the mor- 
tality rate was 81.5 per cent. The two recoveries 
in the 25 with injury to four organs gave a mor- 
tality rate of 92 per cent. There were no re- 
coveries in the seven cases showing injury to five 
organs, and the one case with injury to six organs. 
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Graph 4 
Influence of the number of organs injured on the mortality rate. 
That the death rate in these cases increases rather rapidly with 
the number of organs injured is interestingly brought out in this 
study. No case showing injury to more than four organs recovered. 
There were only two recoveries in the 25 patients presenting injury 
to four organs. 


HEMORRHAGE 


Hemorrhage in this series, as in a previous 
study,® was classified into slight, moderate and 
massive. The cases in which it was not possible 
to determine the degree of hemorrhage were listed 
as unknown. According to this classification the 
mortality rate in those with slight hemorrhage 
was 11.9 per cent; in those with moderate hemor- 
rhage, the rate was 39.2 per cent; and in the 
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massive hemorrhage cases, 93.2 per cent. In the 
cases in which the degree of hemorrhage could 
not be determined the mortality rate was 27.3 
per cent. 


zo Type of Hemorrhage 
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Graph 5 
Type of hemorrhage and its influence on the mortality rate. It is 
rather conspicuously noted that the death rate rises precipitously 
in the massive hemorrhage group. The slight and moderate hemor- 
rhage groups show considerably smaller mortality rates. 


TRANSFUSIONS 


Transfusions were given to 219 patients (45.8 
per cent). All transfusions consisted of citrated 
or whole blood. No plasma was given to any 
of these cases. In the 253 patients given no 
transfusions the mortality rate was 45.4 per cent. 
On the other hand, the mortality rate in the cases 
given transfusions was 64.4 per cent. 

Although this appears rather paradoxical the 
explanation seems to lie in the fact that many 
who received transfusions presented practically 
hopeless injuries. In a large number of cases 
the transfusions were given too late; and not in- 
frequently an insufficient amount of blood was 
administered. 


CHEMOTHERAPY 


The first patient in this series treated addi- 
tionally with a sulfonamide was admitted on July 
9, 1938. Since then, and until January 1, 1942, 
33 additional cases were given a sulfonamide 
either orally, parenterally, or intraperitoneally. 
In this group of 34 cases there were 9 deaths, 
a mortality rate of 26.5 per cent. 

That chemotherapy in these cases appears to 
be of inestimable value has been recently shown 
in another report!® by the writer. Many in the 
group previously dying of general peritonitis will 
undoubtedly be saved by the use of this addi- 
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tional form of therapy among the victims of 
these injuries. 


COMPLICATIONS 


Complications in patients with penetrating 
gunshot wounds of the abdomen are generally of 
two types. The first type comprises coinci- 
dental and simultaneous injuries to extra-abdom- 
inal regions caused by one or more missiles. In 
the second type are usually grouped the various 
forms of infections such as peritonitis and pneu- 
monia. 

Perhaps the most important complications due 
to the same missile or additional missiles in- 
volving other regions are those causing injury to 
the chest and its contents. In this series a rela- 
tively large number (228 cases) presented clini- 
cal and autopsy evidence of injury to the chest 
and its contents. The mortality rate in this 
group of abdomino-thoracic cases was 62.3 per 
cent, whereas, the rate in the abdomino-pelvic 
group was 48 per cent. 

Among the other complications general peri- 
tonitis occurred most frequently. Pneumonia 
was a relatively poor second in this group. Other 
such complications, usually infections of various 
types, occurred rather infrequently. In the en- 
tire series evisceration occurred in seven cases. 
Six of these died. 


CAUSES OF DEATH 


The two principal causes of death in this 
series accounted for 96.9 per cent of the fatalities. 
The commonest of these was “hemorrhage and 
shock,” which accounted for 56.8 per cent of 
the deaths, and “general peritonitis and septi- 
cemia” for 40.1 per cent. Other causes of death 
were relatively inconspicuous and of only in- 
frequent occurrence. The most important of 
these was pneumonia, designated as a cause of 
death in 25 cases. 


SUMMARY 


The present series of 478 cases of penetrating 
gunshot wounds of the abdomen comprises the 
number admitted to the Charity Hospital at 
New Orleans from 1927 to 1941 inclusive. It is 
believed that more of these cases are treated at 
this institution than at any other hospital of its 
size in the world during peacetime. Undoubt- 
edly, the large Negro population of New Or- 
leans is in a great meacure responsible for the 
unenviable reputation of “gun toting” anc 
promiscuous shooting enjoyed by this city. These 
cases have been studied from the sociologic and 
racial as well as the surgical viewpoint. 


LORIA: GUNSHOT WOUNDS OF ABDOMEN 91 


The mortality rate was found to increase as 
the degree of shock becomes greater. In most 
instances it is believed that the degree of shock 
is proportionate to the degree of hemorrhage and 
the greater the amount of blood lost the more 
severe the shock. 

That cases operated upon have a better chance 
for recovery than those not subjected to laparot- 
omy is rather well brought out in this study. 
Although it appears rather paradoxical, the in- 
terval between injury and operation appeared to 
have little influence upon the mortality rate, the 
group operated upon during the first six hours 
showing approximately the same mortality rate 
as the group operated upon during the second 
six hours. On the contrary, the duration time 
of the operation seems to have had a marked 
influence on the mortality rate, being rather 
markedly increased after the two-hour period. 

Ether was the anesthetic of choice in 51.8 per 
cent of the cases operated upon. The mortality 
rate in this group was 56.5 per cent. The mor- 
tality rate in a group of 16 cases operated upon 
under “cyclopropane and ether” was the lowest 
in this series. Five cases operated upon under 
cyclopropane only resulted in one death. An im- 
portant development, which merits further con- 
sideration, is the fact that in 74 cases operated 
upon under spinal anesthesia the mortality rate 
was 31.1 per cent. 

The more organs and important structures in- 
jured the greater was the number of fatalities. 
The mortality rate increased rather precipitously 
with the number of organs involved. Hemor- 
rhage was found to be the most important single 
factor influencing the mortality in the victims of 
this type of injury. The mortality increased 
sharply in those cases losing a massive amount 
of blood. 

Therapeutically, it was found in this series 
that the mortality rate in those cases given 
transfusions was greater than those given nc 
blood. This paradox is apparently the result of 
using transfusions mainly in the more severely 
injured patients, many of whom were probably 
moribund. Chemotherapy seems to offer much 
hope in the future, particularly in those victims 
developing complications of an infectious na- 
ture. 

Numerous complications were observed in 
this series of cases. Among those resulting from 
injury to other regions the abdomino-thoracic 
cases showed a greater incidence than is usually 
reported. This group showed a greater mortality 
rate than the abdomino-pelvic group. General 
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peritonitis and pneumonia were the most fre- 
quently observed complications among the in- 
fections. The two most common causes of death 
were “hemorrhage and shock” and “general peri- 
tonitis and septicemia.” Miscellaneous causes 
of death occurred rather infrequently. 


CONCLUSIONS 


(1) The present brief report is based upon a 
study of 478 cases of penetrating gunshot wounds 
of the abdomen admitted to the New Orleans 


' Charity Hospital from January 1, 1927, to Janu- 


ary 1, 1942. 

(2) A study of the sociologic aspect of this 
subject shows that 67.8 per cent of these cases 
were Negroes, that 81.6 per cent were between 
11 and 40 years of age, and that 80.7 per cent 
were males. 

(3) The more severe the shock the greater 
was the mortality rate. 

(4) The cases operated upon showed a mor- 
tality rate of 49.3 per cent, whereas those not 
celiotomized upon showed a rate of 73.4 per cent. 

(5) The time interval between injury and 
operation seemed to have little influence on the 
mortality rate in this series. 

(6) Operations lasting more than two hours 
were accompanied by a greatly increased mor- 
tality rate. 

(7) The mortality rate among the group op- 
erated upon with ether anesthesia was 56.5 per 
cent. The rate in those cases laparotomized 
upon under spinal anesthesia was 31.1 per cent. 

(8) The more organs injured the higher the 
mortality rate. 

(9) Hemorrhage was the most important sin- 
gle factor in these cases. The more blood lost 
the more severe the shock. 

(10) Transfusions were given to 45.8 per 
cent of the cases. The mortality rate of 64.4 
per cent among the group receiving transfusions, 
when compared to the rate of 45.4 per cent, 
in those cases not given blood, is an interesting 
paradox. Many of the less seriously injured 
Cases were given no transfusions. 

(11) The cases treated additionally with the 
sulfonamides showed a mortality rate of 26.5 
per cent. 

(12) Abdomino-thoracic cases were rather 
numerous, comprising 47.9 per cent of the series. 
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(13) “Hemorrhage and shock” and “general 
peritonitis and septicemia’? were the most fre- 
quent causes of death. Together they accounted 
for 96.9 per cent of the fatalities. 
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DISCUSSION (Abstract) 


Dr. Carrington Williams, Richmond, Va.—Dr. Loria’s 
mortality rate is not affected so much by the time 
interval between wounding and operation as I would 
expect. In general, this is a most important factor as 
illustrated by a group of fifteen patients admitted to 
St. Philip Hospital. The time interval averaged only 
four hours. Three patients were moribund and were 
not operated upon, giving a gross mortality of 27 per 
cent. Of the eleven patients operated upon only one 
died, giving an operative mortality of 10 per cent. This 
series, of course, is not indicative of what mortality 
should be expected, but I think it does illustrate the 
importance of early operation. 

The field of transfusion of blood is again thoroughly 
demonstrated in this paper and the adequate prepara- 
tion for transfusion by a well stocked blood bank will 
prove invaluable. 

The length of time taken for the operative procedure 
is also of the greatest importance. In general, one hour 
of operative time is all these patients should be sub- 
jected to. I am surprised at the mortality rates being 
low for those patients upon whom spinal anesthesia 
was used. The patients apparently were as severely 
wounded as the others and I would expect that spinal 
anesthesia might be dangerous in patients who had 
recently been restored from the condition of shock. Per- 
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haps the greater relaxation would overcome the added 
danger of spinal anesthesia. 

The use of the sulfonamide derivatives in the ab- 
dominal cavity has undoubtedly cut the incidence of 
peritonitis and is a valuable addition in the treatment 
of these cases. These drugs are absorbed very rapidly 
from the peritoneal cavity, however, and should not 
be used too freely. I believe a maximum of ten grams 
should be the rule. 

In warfare, transportation of these patients is al- 
ways a serious problem and every effort should be 
made to move them from battle areas directly to hos- 
pitals where they will have prompt treatment. 


Dr. D. C. Donald, Birmingham, Ala-—In a survey of 
the cases of penetrating gunshot wounds of the ab- 
domen treated at Hillman Hospital, Birmingham, Ala- 
bama, in a six-year period (September 1936 through Sep- 
tember 1942) there were 120 cases and 66 deaths. 
There was a drop in the mortality rate of 44.2 per 
cent in the patients who were treated with the sulfona- 
mides over those who did not receive these drugs. In- 
juries of the upper abdominal organs such as liver, 
stomach or spleen had at least an eight times better 
prognosis for surviving the injury than the cases shot 
in mid and lower abdomen. Unrecognized perfora- 
tions were overlooked and resulted in deaths in eight 
cases, 6.6 per cent. 

Ninety-five cases, 79 per cent, were operated upon 
without sulfonamides. Sixty-one died following opera- 
tion without sulfonamides, or 64.2 per cent mortality. 
The total number of cases operated upon with sulfona- 
mides was 25, or 21 per cent of the series. There were 
5 deaths, or a 20 per cent mortality. The mortality 
of cases where perforations were in the upper abdomen 
(liver, stomach or spleen) was 7, or 10 per cent; that 
of cases in the lower abdomen was 59, or 89 per cent. 
Seven, or 10.6 per cent of patients, died with injury to 
stomach, liver or spleen; 59, or 89.4 per cent of pa- 
tients, died with iniury to the organs in mid and 
lower abdomen. The number of deaths from unrecog- 
nized perforations was 8, or 6.6 per cent. Wounds in 
the descending duodenum missed at operation were 
3, and in the stomach 3, A patient who was operated 
upon and no perforations found died with peritonitis. 
No autopsy was done. A patient not operated upon 
died with peritonitis. No autopsy was done. Twenty- 
five patients died in shock (24 per cent). Fifteen 
cases, or 23 per cent of all deaths, were autopsied. 


Dr. Loria (closing).—Dr. Williams’ prejudice against 
the use of spinal anesthesia in penetrating abdominal 
gunshot injuries coincides with the feeling of many 
other surgeons. A more thorough study of this par- 
ticular phase of the subject is being considered and 
will probably be presented through another communica- 
tion in the near future. At this time my recollection 
is that those cases in the present series which were 
operated upon under spinal anesthesia presented all of 
the complex problems found among those operated upon 
with other anesthetic agents. As I recall it, among 
them were cases showing evidence of massive hemor- 
thage, injuries to several viscera, and complicating 
extra-abdominal injuries. Certainly there is one thing 
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the surgeon using spinal anesthesia in these cases ob- 
tains, and that is excellent relaxation, a most desir- 
able condition if one is to do the best type of surgery 
most rapidly. As regards the use of spinal anesthesia 
in cases of this kind which show deep shock, it is our 
feeling that no case in profound shock should be op- 
erated upon no matter what type of anesthetic agent 
one intends using. At least one thing is true, and that 
is, if the surgeon is to do his best work in these cases 
there is nothing so important as a calm, serene and 
quiet abdominal cavity. Such an abdomen will offer 
fewer opportunities for overlooking any important in- 
jury in addition to permitting more easy repair of all 
injured structures. 

The rather paradoxical finding that the mortality 
rates, between the group operated upon within the 
first six hours and the group operated upon within 
the second six hours, are essentially the same, is ex- 
plained perhaps on the basis that most of the cases in 
the first group probably died as the result of hemor- 
rhage, whereas most of the fatalities in the second group 
resulted from peritonitis. 

The experiences reported by Dr. Donald from Bir- 
mingham are rather comparable to our experiences in 
New Orleans. 

In reply to the question about the use of intraperi- 
toneal chemotherapy in these cases I am pleased to 
say that of the thirteen cases additionally treated by 
the intraperitoneal implantation of the sulfonamides 
(sulfathiazole being the drug used in each case) all 
recovered. 

Before closing I wish to emphasize two points which 
I consider to be of utmost importance in these cases. 
The. greatest and most important problems confronting 
the surgeon in his management of penetrating gunshot 
wounds of the abdomen have always been hemorrhage 
and peritonitis. Because we have until lately been 
inadequately equipped to manage these two factors the 
mortality rate has remained rather high. Although 
transfusions are more commonly given all too often the 
blood is given too late. Many of these victims have 
injuries to large blood vessels and are unable to over- 
come the ill effects resulting from this initial loss of 
blood no matter how soon we give transfusions, and 
no matter how much blood is given. However, the 
use of transfusions has undoubtedly helped reduce the 
number of fatalities. 

The mortality from peritonitis has been cut down 
remarkably, The recent report of Ravdin and Long 
on the management of the abdominal injuries follow- 
ing the attack on Pearl Harbor is most encouraging. 
In a recent study of 49 cases treated additionally with 
sulfonamides I found the almost unbelievable mor- 
tality rate of 18.4 per cent. 

In conclusion, therefore, now that we have come 
to appreciate the importance of transfusions in these 
cases, the mortality rate should show an improvement, 
especially among those cases having lost much blood. 
In addition, since the introduction of the sulfona- 
mides in treatment of peritonitis, the number of fatali- 
ties from this complication will probably decrease very 
markedly. 
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THE TREATMENT OF MINOR INJURIES 
AND THE EARLY TREATMENT OF 
MAJOR INJURIES* 


By R. A. Moors, M.D. 
Winston-Salem, North Carolina 


A complete discussion of the treatment of 
minor injuries and early treatment of major 
injuries is not possible in one paper, but I shall 
attempt to outline the treatment of some of the 
more common injuries in the hope that they will 
serve as examples of treatment of all minor in- 
juries. 

The treatment of any injury consists of, first, 
the general consideration of the patient; second, 
consideration of the injuries; third, the treat- 
ment of the injuries. 

(1) The general condition of the patient 
should be appraised in regard to shock, or if 
there is any evidence of serious injury, es- 
pecially in regard to head injuries. Once we 
have ruled out evidence of major injury, we 
should consider the minor injuries, but when 
in doubt, be on the safe side by keeping the 
patient under observation, preferably in a hos- 
pital. Do not be satisfied with a superficial 
examination. 

(2) In considering the injuries, if an open 
wound is present, determine the depth, see if 
important structures are injured such as tendons, 
vessels or important nerves. If near a joint 
see if it has been penetrated, if there be a frac- 
ture of a bone, observe if there is a connection 
between the wound and seat of fracture. Sim- 
ple fractures are easily overlooked; without dis- 
placement there is no appreciable deformity, 
but they may be suspected by tender points 
along the bone surface, especially if the tender- 
ness is present on opposing sides of the bone. 

(3) In the treatment of minor wounds, if 
severe hemorrhage is present, this should be 
controlled first, followed by scrubbing thor- 
oughly with soap and sterile water and irrigate 
with saline solution, followed by careful de- 
bridement, complete the hemostasis and place 


*Read in Section on General Practice, Southern Medical 
Association, Thirty-Sixth Annual Meeting, Richmond, Virginia, 
November 10-12, 1942. 

*From the Private Diagnostic Clinic, Bowman Gray School of 
Medicine of Wake Forest College. 
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some sulfanilamide in the wound and suture 
as indicated. A small drain should be placed 
in deep wounds, preferably a small piece of 
rubber dam. Inmunizing doses of tetanus an- 
titoxin should be given. Some cases should 
have serum immunizing doses for possible gas 
bacillus infection, and one may give one of 
the sulfa drugs internally as a bacterio-static. 

The old saying that a sprain is worse than 
a break is often true, but not if we recognize 
the true significance of a sprain and treat it 
accordingly. A sprain is a tear of the struc- 
tures, often of the periosteum where impor- 
tant ligaments are attached. A sprain produces 
all the reactions of inflammation without in- 
fection and if unprotected, or improperly pro- 
tected, may require more time to recover than 
a fracture and often leave permanent weak- 
ness. Frequently, patients say they sprained a 
certain joint years before and it has been weak 
since. They will admit no, or little, treatment 
at the time. I would like to emphasize here 
that any acutely injured tissue should be pro- 
tected from movement and stress. Movement 
irritates and encourages bleeding into the tis- 
sues. Stress causes stretching, pressure, and 
pain in the parts. The treatment of sprains 
consists of protection either complete or partial, 
with some type of compression which checks 
hemorrhage and relieves pain. This may be 
done in very severe cases by casts, and in less 
severe cases by strappings; however, it is not 
wise to leave casts on more than ten days. Some 
type of physical therapy promotes the circulation 
and aids tissue repair. 

Of the sprains, I think we should give special 
attention to the ankle, the knee and the elbow 
and the wrist, because they are most com- 
mon and may cause disability and loss of time. 
The sprains of the ankle are best treated early, 
if not immediately, by strapping. This can be 
done by vertical adhesive straps going well up 
the leg, alternating with shorter straps beginning 
at the edge of the sole and outer side of the 
foot, going around the heel and to the inner 
side of foot to the metatarsals, additional straps 
being added forward with the vertical and up- 
ward with the horizontal straps until the en- 
tire front of the leg and foot, nearly to the 
end of the metatarsals is covered. This type 
of strapping can be applied in many cases im- 
mediately after the sprain has occurred; in oth- 
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ers, the following day. If in doubt as to the 
extent of injury have an x-ray made to rule 
out fractures. 

In injuries to the knee, always look for semi- 
lunar cartilage injury and lateral ligamentous 
tears. The former by lack of complete exten- 
sion and tenderness over the cartilage. The 
latter by increased lateral mobility and tender- 
ness over the lateral aspect of the knee, with 
extra articular effusion. 


In cases of injured cartilage without displace- 
ment, simple oblique crossed strapping may be 
sufficient. Should blocking of extension be 
present, gentle flexion and extension, as in kick- 
ing, may be sufficient to reduce the cartilage, or 
flexion and extension with rotation of the foot 
may aid in reduction. I do not advocate a gen- 
eral anesthetic with forced reduction, as there 
may be the so-called bucket bail type of dis- 
placement, which will require surgical removal. 
The Jones dressing is very useful in reducing the 
effusion, and the application of a ham cast may 
be necessary in this type of case, but I doubt tiat 
there are less frequent displacements after a 
cast is worn. Cessation of weight bearing would 
depend on the local condition. When a lateral 
ligament is ruptured, one should employ support 
and ice packs for the first 48 hours, followed by 
heat and a ham cast as soon as sufficient re- 
duction of ecchymosis has occurred. Crutches 
should be used as an ambulatory aid for six to 
eight weeks. Be sure there is no fracture of 
the upper tibial plane. 

In sprains of the elbow, after fracture has been 
ruled out, a cotton dressing over which a figure 
of 8 bandage is applied, with the elbow flexed 
at 90 degrees, will immobilize and protect the 
injured ligaments. 

Many supposed sprains of the wrist are found 
to be Colles’ or carpal fractures. After fractures 
have been ruled out, in the acute stage, splint- 
ing followed by strapping will aid recovery and 
use. 

I shall mention only a few of the minor frac- 
tures, those of the hand and forearm and those 
of the foot and lower leg. The so-called Colles’ 
fractures are the most common with the “silver 
fork” deformity; however, the typical deformity 
is not always present, as there may be a com- 
minuted, or impacted fracture of the lower end 
of the radius. Such a fracture may cause swell- 
ing in the carpal region. Careful x-rays should 
be made and after the exact nature of the in- 
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jury is determined the bone fragments should 
be replaced as nearly as possible in their normal 
position as soon as the patient’s condition will 
permit, preferably under a general anesthetic. 
In splinting these fractures one should remember 
three things: first, that the styloid process of the 
ulna with its ligamentous attachments has been 
injured; second, that the radio-ulnar ligament 
has been torn; third, that there is a normal radial 
concavity on the palmar surface of the forearm, 
therefore, the wrist should be placed in a slightly 
flexed position with ulnar deviation. The splint 
should prevent rotation of the forearm. If car- 
pal dislocation is present, it should be reduced 
within twelve hours; and, if fracture is present, 
the wrist should be immobilized until union is 
confirmed by x-ray. Fractures of the metacar- 
pals should be placed on a flat surface as they 
tend to hump. Many will require finger trac- 
tion. Fractures of the phalanges require placing 
on a convex surface, as they tend to hyperextend. 

Dislocations of the elbow and shoulder are 
best reduced under a general anesthetic and 
should be immobilized for one to three weeks; 
the shoulder for a longer period than the elbow. 

The so-called Pott’s fractures and malleolar 
fractures should be reduced, the foot placed in 
moderate inversion at a right angle to the leg, 
but most important is the closure of the mortice 
of the internal and external malleolus which 
holds the astragulus in position. 

Fractures of the shaft of both bones of the 
leg and tarsal fractures are within the realms 
of major surgery. 

Injuries of the lumbosacral region of the spine 
do not always show their importance on prelim- 
inary examination. A very simple injury may 
be the beginning of a very painful and disabling 
condition. A careful history of the injury should 
be obtained. The location of the pain and the 
parts of the body to which it is referred is neces- 
sary, as well as the determination of the flexi- 
bility of the spine while standing. Limitation of 
motion in all directions suggests arthritic con- 
ditions, while limitation of anteroposterior bend- 
ing may be suggestive of muscular injury, or in- 
jury to a vertebral disk or a spondylolisthesis, 
while limitation of bending to one side suggests 
muscular strain or injury to the vertebral proc- 
ess on that side. Tenderness over the lumbar 
spine is suggestive of injury to the spine, while 
tenderness over the pelvic region suggests sacro- 
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iliac lesions provided there is no tenderness over 
the spine. The distribution of the pain areas 
and any sensory disturbance or reflex changes 
should be noted. The presence of atrophy is very 
important in that it indicates neurologic disturb- 
ances, which in turn may point to us the offend- 
ing lesion. True ideopathic sciatic neuritis is 
a rare condition. 

In all recent injuries of little violence, rest 
and strapping, or some type of belt, with physio- 
therapy, should be tried. If reasonable relief 
is not experienced, x-ray examination in two 
planes should be made to determine possible bone 
injury or the presence of disease; however, we 
should remember the x-ray does not always fur- 
nish us with a positive diagnosis. In persistent 
low back pain a thorough diagnostic study 
should be made by a competent neurologist and 
orthopedic surgeon. 

The early treatment of major injuries must be 
primarily to prevent or treat shock, stop hem- 
orrhage, and prevent infection. MacFarlone* 
says: 

“Tn shock without blood loss, serum may be used which 
can be kept longer than plasma but does not contain 
fibrinogen and an anticoagulant as plasma does; with 
blood loss, shock should be treated with whole blood.” 

When for some reason it is difficult to give 
fluids by vein, O’Neill, Tocantins and Price? have 
devised a method to infuse them into the circula- 
tion via the red bone marrow using the sternum, 
femur or the tibia as points of injection, the 


fluids being quickly taken up by the blood 


stream. I have seen this method used with 
excellent results. Sedatives should be given as 
indicated, but stimulants should be used spar- 
ingly. 

Where there are specific injuries, after shock 
has been reduced sufficiently, they should re- 
ceive proper care. Back injuries should be hyper- 
extended; if one has a convex frame this could 
be used, or one may reverse the position of the 
patient on the ordinary hospital bed. Without 
nerve injury the patient should be placed in a 
plaster jacket as early as possible by hyperex- 
tension on a hammock frame. Fractures of the 
pelvis should be carefully observed, especially in 
regard to possible bladder or urethral injuries. I 
think a catheter should be passed in all cases and 
the urine examined for blood if any is obtained. 
If no urine is obtained and only some blood, there 
is undoubtedly some injury to the urethra or a 
ruptured bladder, and this will have to be dealt 
with immediately. 
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Dislocations should be reduced without delay, 
as they become increasingly difficult to reduce in 
proportion to the delay incident to their reduc- 
tion. Simple fractures of the long bones should 
be placed in splints with traction immediately, 
as such treatment supports the tissues and les- 
sens shock, prevents further injury, and over- 
comes shortening of the limb, which is difficult 
to correct after the tissues are distended with 
blood; or later, when hardened clots have 
formed. I consider it a travesty for a patient 
to lie in a hospital without. support or traction 
when a long bone has been broken since it is 
easy to apply a traction splint using either ad- 
hesive traction or a Kirschner wire. Such a pro- 
cedure can be carried out with only the slightest 
disturbance and may be the means of prevention 
of open operations at a later date. 

Compound Fractures——The open wounds in 
fractures should be protected from further con- 
tamination by protective dressings until the pa- 
tient’s condition will allow surgical cleansing and 
reduction of the fracture, and this should be done 
after the usual antiseptic surgical preparation as 
for any major operation. The surrounding skin 
should be scrubbed first, then the open wound 
should be scrubbed thoroughly. Many wounds 
will have to be enlarged to explore and scrub. 
No exposed bone should be reduced until the 
entire wound is cleansed. Closure should be 
done as in deep wounds. Immobilization may 
be done as one desires. I prefer the plaster 
method except in unusual cases. 


CONCLUSIONS 


(1) The thorough scrubbing of wounds with 
soap and water is the safest method to prevent 
infection. 

(2) All injured tissue should be protected 
from further trauma by protection to the in- 
jured part. 

(3) Splinting and traction should be applied 
to fractures of long bones as early as possible, 
which. relieves pain, prevents further trauma 
and prevents shortening. 

(4) In compound fractures, exposed bone 
should not be reduced until thoroughly scrubbed 
and debrided. 
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THE EFFECTS ON HEARING OF 
ACOUSTIC TRAUMA IN 
INDUSTRY AND WAR* 


By SaMvueEt L. Fox, M.D. 
Baltimore, Maryland 


Otologists have long exhibited an interest in 
the effects of acoustic trauma on hearing. This 
interest has now been greatly heightened by 
the increasing incidence of hearing losses due 
to the war and the increased industrial activity 
attendant thereupon. 

As far back as 1830, Fosbroke,' in an article 
entitled “Pathology and Treatment of Deaf- 
ness,” called attention to the frequent occurrence 
of deafness among blacksmiths and raised the 
question of the role noise played in this deafness. 
More than fifty years passed, however, before 
Barr and his associates, in 1886, really estab- 
lished noise as a cause of deafness among boiler- 
makers. It was very difficult to gain acceptance 
for this cause of hearing losses, however, because 
the means at hand were not sufficiently accu- 
rate to evaluate these hearing losses and to dif- 
ferentiate them from pre-existing, undiagnosed 
progressive nerve deafness. With the advent of 
the audiometer, and as a result of the careful 
studies carried out by numerous workers in 
America in the past four or five years, acoustic 
trauma has been definitely established as a 
cause of hearing losses. 

Every otologist is familiar with the occasional 





*Read in Section on Ophthalmology and Otolaryngology, South- 
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Ear and Throat Charity Hospital, Baltimore, Maryland. 
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acute loss of hearing, partial or total, which 
accompanies disruption of, or hemorrhage into, 
the labyrinth following a severe cerebral con- 
cussion or fracture of the skull (Fig. 1). It is 
not the purpose of this paper to discuss such 
violent trauma to the organ of hearing or the 
auditory nerve. Rather, the author is concerned 
with the deleterious effects on the cochlea of 
uncontrolled noise. 


TYPES OF ACOUSTIC TRAUMA 


Traumatic or occupational deafness may be 
classified into three general types: (1) explo- 
sion deafness, (2) chronic noise deafness, (3) 
air pressure (caisson) deafness. 

Explosion deafness follows an acute concussion 
of the inner ear which damages the cochlea and 
produces a profound and permanent nerve deaf- 
ness. The deafness may involve all of the tones, 
or may involve only some of the tones. In the 
latter case, the higher frequencies are usually 
most affected. This type of trauma is frequently 
seen in war following sudden explosions by 
cannon or bombs near unprotected ears, and 
in industrial life as a result of explosions in 
chemical plants or by steam boilers. In civilian 
life it is occasionally seen in gun experts and 
marksmen following gun practice indoors in 
rooms which are not adequately insulated from 
an acoustical standpoint. It may result from 
any sudden and very loud noise which occurs 
close to the unprotected ear. The hearing loss 


‘is immediate and almost always permanent 


(Fig. 2). 

Chronic noise deafness results from long con- 
tinued exposure to loud noises. It is frequently 
seen in boilermakers, riveters, operators of drill 
and punch presses, artillerymen and naval gun- 
ners, machine gunners, miners and 
drillers, telephone operators and avia- 
tors. It is a slowly progressive hear- 
ing loss, which, though at first re- 
versible, becomes irreversible and 
permanent with chronicity. 

Perlman* has demonstrated that 
sounds of high frequency produce 
greater acoustic trauma than those 
of low frequency. It has also been 
shown that the traumatizing effect 
from interrupted sharp sounds is 
no greater than that from a continuous 
wo sound of similar frequency, intensity 
and duration. 


Such noises produce physiologic 
fatigue in the hair cells of Corti’s 
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organ. There is a peculiar vulnerability of the dow. These cells receive the greatest trauma 
cells just above the beginning of the basal turn because the higher frequency sound waves to a 
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dow and not through the ossicular 
chain and oval window. This ex- 
plains the localized depression in 
hearing around 4,096 cycles which 
is so often seen in audiograms of 
otherwise normal hearing individuals. 

Larson* subjected two of his 
friends and himself, all about 35 
years of age, to the noise inside a 
boiler for from one-half to one hour 
while riveters were at work on the 
boiler. All three showed a loss of 
30 to 45 decibels in the region of 
4,096 cycles, which completely 
cleared up after some hours. 

Campbell and Hargreaves® carried 
these experiments further in sub- 
jects exposed to the noise of airplane 
engines during repeated flights in 
which the ears were left unprotected. 
They found that the extent of the 
hearing loss was proportional to the 
duration of the stimulating trauma, 
i. e., the greatest losses occurred after 
the longest periods of exposure. 
They also observed that complete re- 
covery in each of the experiments 
followed a period of approximately 
the square of the time during which 
the fatiguing force was applied. 

Chamberlain® continued these 
studies on boilermakers in an indus- 
trial plant. He found that recovery 
from the effects of a full day’s work 
was frequently not complete after 
fifteen hours, and he therefore rec- 
ommended adequate intervals of rest 
between periods of exposure to noise 
as a possible prophylaxis against per- 
manent cochlear damage. All work- 
ers agree that constant repetition of 
the insult, without adequate periods 
of rest, have a cumulative effect re- 
sulting in permanent loss of hearing 
(Figs. 3 and 4). 

By careful studies with a noise 
level meter, it has been possible to 
establish that the boundary line be- 
tween noises which cause hearing 
losses and those which do not lies 
between 80 and 90 decibels. From 
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Table 1, it can be seen that boilermakers are 
subjected to about 100 decibels of noise and 
this is sufficient to produce hearing losses. 
Heavy street traffic has a noise level of about 
80 decibels and apparently does not produce 
hearing losses. It is obvious, then, that an 
important item in the prevention of occu- 
pational hearing losses is the proper insula- 
tion of the sound so that not more than 80 
decibels is registered on the organ of Corti. 
Bunch’ proposed two measures to accomplish 
this: proper “deadening” of the sound at its 
source by adequate acoustic insulation of the 
room, and proper insulation of the ears by the 
use of plugs of one sort or another. He demon- 
strated that dry cotton plugs provide from 5 
to 10 decibels of protection to the ears for the 
tones below 512, and from 10 to 30 decibels of 
protection for the higher tones. Cotton plugs 
saturated with mineral oil are more effective, 
providing approximately 30 decibels of protec- 
tion across the entire scale. The author has 
repeated these experiments and confirmed the 
results (Fig. 5). 

Air pressure (caisson) deafness is seen in 
those who suffer rapid changes in atmospheric 


Noise level meter readings under various conditions 
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pressure, such as divers, aviators, and moun- 
taineers. Following such sudden changes in 
pressure, there is an acute deafness with vertigo, 
faintness, vomiting and tinnitus, and occasion- 
ally hemorrhage from the ear. The deafness 
is usually transient, as are the accompanying 
symptoms, but becomes progressive and per- 
manent if the occupation is persisted in without 
adequate protection. 

There is some difference of opinion as to the 
mechanism of this syndrome, some believing 
it to be due simply to the sudden differences 
in air pressure in the middle and external ears 
(aero-otitis media), while others contend that 
it is due to air or nitrogen bubbles forming in 
the inner ear. The probability is that the ear- 
liest symptoms are due to the differences in air 
pressure relationships; the more severe symp- 
toms are due to the condensation of air or nitro- 
gen bubbles in the labyrinth, and the perma- 
nent effects are due to the hemorrhages which 
result in the labyrinth with repeated insults. 


SIGNIFICANCE OF ACOUSTIC TRAUMA 


The deleterious effects on hearing produced 
by acoustic trauma are not merely of academic 
interest. It behooves us to recognize the far- 
reaching medicolegal importance this subject may 
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employer be protected, as well as 
the employee, the author believes 
that physical examinations given to 
prospective employees should include 
an audiogram, just as visual acuity 
is recorded for future reference. It is 
not sufficient to use voice tests in 
this regard. Furthermore, all em- 
ployees subjected to noise should be 
provided with a mechanical insula- 
tion to be worn in their ears. They 
““ sre — should be re-examined and the audio- 
gram repeated once a year. Those 
in whom losses have occurred should 
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be considered as potential cases of deafness 
from acoustic trauma and should be trans- 
ferred to other work. If a large number of em- 
ployees have suffered such losses, the employer 
should institute studies to determine if his 
acoustical insulation is adequate, and if not, 
to make it so. 
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DISCUSSION (Abstract) 


Dr. Edward A. Looper, Baltimore, Md.—Traumatism 
of the ear resulting from industrial accidents or as 
seen in war, differs considerably from conditions usually 
seen in routine practice. 

Ordinarily, we are most concerned with pyogenic in- 
fections involving the middle ear and its related struc- 
tures: acute suppurative otitis media, mastoid involve- 
ment, and cerebral complications. With the internal 
ear, toxic reactions and degenerative changes are most 
common. 

In war time, the external part of the auditory ap- 
paratus, being most exposed, is very susceptible to in- 
jury. The auricle, projecting outward, is easily con- 
tused and lacerated. Explosions often force infected and 
foreign matter into parts of the auricle, which will pro- 
duce permanent disfigurement and deformity unless 
properly and immediately treated. 

All powder deposits, dirt, or any other foreign sub- 
stance should be carefully removed. The wound should 
be thoroughly cleansed with soap and water to remove 
any debris, which, if left, will cause permanent pigmen- 
tation. 

Where lacerations occur all particles of tissue of the 
auricles should be replaced and sutured in order to 
retain the proper shape. If severe destruction has been 
caused, plastic surgery may be necessary later on. 

Explosions frequently force foreign material into the 
auditory canals. This should be removed with in- 
jections from a syringe or by forceps when necessary. 
Concussions frequently cause rupture of the ear drums. 
Injuries here must be treated conservatively. Simply 
leave the lesion alone. Irrigations are contraindicated. 
Place a piece of sterile cotton in the auditory canal 
se as to prevent secondary infection. No medication 
should be used, as in purulent infections. 

The internal ear, while well protected by bony struc- 
tures, may be affected by severe concussions. Frac- 
ture with injury to the delicate acoustic apparatus is 
frequent. Lesions here may result in serious impairment 
to hearing, which may remain permanently. Little 
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active treatment can be employed in such cases. If 
basal fractures occur, serious complications may be ex- 
pected with slight hope of relief from surgery. 

Dr. Fox suggests that more attention be given to 
prevention of these intense noises by using ear pads 
and changing occupations where the hearing is being 
made worse. There is a fruitful field for this type of 
prophylaxis. For after all, prevention is the thing 
in these cases. 

It is also important to have audiometer records made 
before employees are taken into industrial plants where 
loud noises predominate. If this were done more fre- 
quently we should have fewer questionable cases with 
causes for damage suits. 


Dr. Frank P. Smart, Norfvlk, Va.—We have all been 
familiar for years with the fact that where a person 
suffers from acoustic trauma the first and most per- 
sistent loss of hearing occurs for pitches in the region 
of 4,096 vibrations per second, regardless of the fre- 
quency of the noise that is responsible for the trauma. 
If the damage is caused by the booming of a sixteen- 
inch gun or the crack of the service rifle on the target 
range, or even from the din in a boiler factory, the 
damage seems to show first at 4,096. 

I want to thank Dr. Fox for giving me the first 
indication of a rational, mechanical explanation of the 
apparent vulnerability of this particular portion of 
the cochlea. 


Dr. A. A. Burke, Norfolk, Va—A question I would 
like to ask Dr. Fox is one pertaining to a case which 
I have had to pass upon in rendering an opinion to 
the Industrial Commission regarding the cause of deaf- 
ness in this particular patient. 

The man had a fall, and with some bruises around the 
face and head, suffered a compression fracture of the 
fifth cervical vertebrae. 

The complaint of the patient is that he has been un- 
able to hear out of his left ear since the accident. 
My examination of the man revealed that he was deaf 
in both ears. The type was one of nerve deafness. 

We know that the Industrial Commission always 
gives the benefit of doubt to the complainant, and in 
fairness to all concerned it is important that a definite 
opinion be given. 

In Norfolk where there is much construction in prog- 
ress, we are called upon to render opinions in many 
borderline cases, 

Without in any way attempting to put you on the 
spot, my own opinion is that this man had a nerve 
deafness prior to the alleged injury, and the accident 
did not and could not cause this type of deafness. 
I would, therefore, appreciate your giving me your 
opinion as to whether you think such a fracture did or 
did not cause the deafness. 


Dr. W. Burbank Woodson, Temple, Tex—aAll of 
us should keep paramount in our minds congenital 
conditions. Our differential diagnosis should emphasize 
the elimination of previous injury. Likewise, any 
possible record or history in a case pertaining to the 
patient’s hearing is invaluable. In giving the report to 
a Compensation Board we wish, of course, to be fair 
with the employee and the employer. I wish, there- 
fore, to emphasize the importance of the possible ef- 
fect of previous conditions on the response to various 
offending stimuli that may cause an injury. 
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MEDICINE LOOKS AT WAR* 


By Frep W. Rankin, M.D.7 
Washington, D. C. 


It is now approximately eleven months that 
we have been in World War II as an active 
participant. That we entered this global con- 
flict not totally unprepared was due to the fore- 
sight of the Chief Executive who declared a 
period of training for troops and officers prior 
to the time of our actual entry on December 7. 
This training period gave us a creditable start 
on a huge military program which progresses 
satisfactorily at the moment and will continue 
to grow until we have terminated this conflict 
successfully. 

Few professions are engaged more intimately 
in warfare in every echelon, from the first wave 
of the attacking battalion to the workers in the 
war munition industries, than ours. Preparation 
for medical mobilization actually began in June, 
1940, and has progressed apace until today there 
are thousands of doctors in the armed forces 
representing every element of medical practice 
from the general practitioner to the most highly 
trained specialist. That these men are being 
utilized advantageously is largely due to the cir- 
cularization of the profession by the American 
Medical Association in 1941 and to the evalua- 
tion of each individual on his own estimate of his 
physical capacities and professional ability, as 
well as the estimate of a committee of his pro- 
fessional peers. 

The Selective Service Act, which placed all 
citizens of our country between the ages of 
eighteen and sixty-four under registration, affects 
our profession in all grades from the pre-medical 
student to the veteran practitioner. Our prob- 
lems today are largely: (f) continued produc- 
tion of physicians and (2) distribution of physi- 
cians, first, to the armed forces; second, to in- 
dustry; third, to the civilian population. 

As regards the continued production of physi- 
cians, it is essential that the present level, insofar 
as numbers are concerned, be maintained, and 
it is to be hoped that the present standards of 
medical education be not abandoned nor modi- 
fied until the exigencies of the war demand it. 
We have a medical service in this country un- 





*Read in General Session, Southern Medical Associatien, Thirty- 
Sixth Annual Meeting, Richmond, Virginia, November 10-12, 1942. 

tColonel, Medical Corps, U. S. Army; Chief Consulting Sur- 
geon, Office of the Surgeon General; and President of the Ameri- 
can Medical Association. 
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paralleled elsewhere. Our peoples are accus- 
tomed to a grade of professional care which is 
unexcelled. To give up this type of practice is 
to sacrifice health levels and, therefore, the 
maintenance of standards should be yielded only 
under extreme necessity and after the gravest 
consideration and closest scrutiny. Our present 
medical educational system produces only about 
5,200 physicians a year from the seventy-six 
accredited schools and we lose in the profession 
about 3,500 physicians per year due to death, 
retirement, and other causes. Obviously, we 
must continue our educational efforts in the 
best manner in which we are able. On the other 
hand, there can be no question that if the war 
extends over a long period of time, medical 
education, and indeed all education in this coun- 
try, will suffer serious dislocations and revisions. 
An obvious corollary, I think, is that continuing 
educational standards under the present rigorous 
program demands that the essential lists of 
medical schools and teaching hospitals be scrupu- 
lously respected. This is a policy of the Sur- 
geon General’s office which has been adhered to 
without exception. Furthermore, it must be 
recognized that medical schools differ as do 
individuals, and that most of them, in fact, 
almost all of them, have been very fair in the 
establishment of their essential lists of teachers. 
It is obvious that local problems such as the 
age of the institution, the type of teaching ne- 
cessitated by geographical location, and the 
number of accessory faculty members all in- 
fluence the numbers who may be kept on es- 
sential lists or declared available to the armed 
forces or industry. A young school situated in 
a small city must of necessity keep more men 
who are of military age on its essential list than 
an older institution located im a larger city where 
a larger group of part-time teachers and clini-. 
cians are available to assist in the educational 
program. A survey recently made by the Pro- 
curement and Assignment Service indicates that 
sixty per cent of doctors on faculties of medical 
schools are now either on extended active duty 
or have been declared available. Another survey 
has indicated that of doctors in the United States 
under forty-five years of age, 27 per cent were 
on extended active duty, and likewise, 27 per 
cent of the members of medical school faculties 
under forty-five years of age are on extended 
active duty. It is known that there are more 
than 80,000 physicians in the United States un- 
der forty-five years of age. Of the 42,000 
physicians under thirty-eight years of age in. 
the United States, 38 per cent are on extended 
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active duty and it is interesting to note that 
33 per cent of physicians under thirty-eight years 
of age on medical school faculties are likewise 
with the colors. This extraordinary parallel 
speaks well for the willingness of the medical 
schools to release their men to the armed forces, 
and it is a status which I think will unques- 
tionably continue. If inequalities exist in cer- 
tain schools, and they do, I am sure they will 
be satisfactorily adjusted at the request of the 
proper authorities. 

It is an important corollary, I think, that 
changes in medical school faculties and teach- 
ing hospitals during this emergency, while neces- 
sary or even imperative, should be accomplished 
slowly. Let me emphasize that fact: that haste 
in readjustment would but lead to confusion 
and, ultimately, would be far less satisfactory 
than under a method of gradual change. By 
the same token, it behooves hospitals and medi- 
cal school faculties to replace younger men as 
quickly and frequently as possible by men who 
are physically disqualified for military duty or 
who are overage. It is not too much to say that 
in the light of the present tactical situation the 
large majority, if not all, of the men under 
forty-five years of age who are physically quali- 
fied, will be in military service before victory 
comes to our cause. I give you General Her- 
shey’s own words: “There are very few irre- 
placeable men,” and I think that it follows as 
the night the day that now is the time for all 
to plan for future readjustments which must 
inevitably take place. 

We are fortunate that for the immediate fu- 
ture there is scant likelihood of abandonment 
of our present day standards or great modifica- 
tions of the curricula of our medical schools 
which have now been accelerated. This is in 
marked contrast to the conditions abroad where, 
save for the status of medical education in Eng- 
land, enormous readjustments have taken place. 
From the occupied countries there is relatively 
little information available in regard to medical 
education. The Germans are very critical of 
the medical courses as organized and conducted 
at the University of Strassburg and have un- 
dertaken completely to reorganize it in accord- 
ance with the German point of view. Last year 
the University of Oslo reported a marked in- 
crease in the number of students matriculated in 
that college. At that time it was said that a 
number of German universities such as those 
at Breslau, Leipzig, Freiberg, and Erlangen 
were open to students who were unable to se- 
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cure admission to the University of Oslo because 
of lack of adequate facilities. 


It is difficult to get any dependable informa- 
tion in regard to the status of medical education 
in Germany during the period of the war. Be- 
ginning April 1, 1939, an abbreviation of medical 
training was decreed as an imperative necessity 
for sociological and economic reasons. The 
length of the medical and pre-medical course 
was reduced from eleven to ten semesters, or 
five years, contrasted with the seven or eight 
year program which prevails in the United States. 
This included in Germany the required intern- 
ship year. At the same time new subjects were 
added to the curriculum in order more ade- 
quately to prepare the graduates to meet their 
sociological duties in the Third Reich. The hos- 
pitals of Germany were required to adjust their 
routine to the new compulsory arrangement 
whereby undergraduate students were assigned 
to hospitals for clinical training for brief periods 
and all internships were discontinued. Nursing 
standards were reduced in 1941 by decree. Army 
and Navy physicians in Germany since 1795 
have been educated in a special institution which 
was closed after the World War but reopened 
in 1934. This institution continues to operate. 

In England, medical education has been car- 
ried on courageously and with unusual thorough- 
hess, considering the tactical situation. London 
has twelve medical schools. With the beginning 
of the War many of these medical schools were 
evacuated, some of the students being trans- 
ferred to medical institutions located in less 
critical areas and others to rural areas. This 
program of dispersal, begun in 1939, was a wise 
one, for the university buildings have been so 
severely damaged that had the schools remained 
in London they would have come to an end and 
this would have necessitated organization of 
completely new institutions. Hospitals in Lon- 
don have been severely damaged, but owing to 
decentralization of the staff, students, and pa- 
tients under the emergency medical service, edu- 

cation has continued at a high level. To carry 
on a medical school without serious reduction 
of medical standards has been a grave problem 
and the British deserve enormous credit for the 
maintenance of medical standards in their dire 
emergency and with sadly depleted staffs. 
Adequate medical care for industry in any 
country at war is no less important than the 
adequate care for the armed forces, for the 
home front is an essential part of the war ma- 
chine and, obviously, unless munitions factories 
and other plants manufacturing war weapons 
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are kept at full capacity the military machine 
will, of necessity, suffer in direct proportion. 
The plans for working out a practical and work- 
able allocation of men: first, to the armed forces; 
second, to industry; and third, to the civilian 
population, are largely in the hands of the Pro- 
curement and Assignment Service. 

The next great task which faces the medical 
profession in this country is distribution of 
physicians to industry and civilian practice. It 
is true that many rural districts have been de- 
nuded of doctors. This is not always the re- 
sult of army recruitment or pressure on the 
medical profession, but frequently was caused 
by doctors volunteering for the armed forces 
out of patriotic motives or in the belief that 
they would better their position. 

Actually, the grave problem is providing medi- 
cal care for mushrooming industrial towns which 
have grown up in weeks or months and for 
which there has been no over-all plan to secure 
medical men. Recently I heard the Chairman 
of the Procurement and Assignment Agency say 
that of the total number of physicians available 
for practice in the country, approximately 80,- 
000 were available for civilian practice and in- 
dustry, thus allowing to the Army and Navy, 
Public Health, Veterans Administration, and es- 
sential men to the teaching institutions and hos- 
pitals, approximately 60,000 more men. In the 
five states which contain the largest urban popu- 
lations, the reluctance on the part of physicians, 
and particularly physicians under forty-five years 
of age, to enter military service has been marked. 
The question is more complex as the Army re- 
cruitment campaign is carried on successfully 
and it is one which the Procurement and Assign- 
ment Agency still is attempting to solve on a 
voluntary basis. Often in the heat of argu- 
ment and in the enthusiasm of the press there 
is too much loose talk of allocating doctors here 
and there and drafting doctors. It should be 
understood definitely that this dislocation and 
allocation is, up to the present time, on a volun- 
tary basis. There is no question at the present 
time of applying the Selective Service Act to 
any one group of the citizenry. Further and 
different legislation is required for that. The 
responsibility for ascertaining the needs of the 
civilian population is definitely that of the Pro- 
curement and Assignment Service. As it is at 
present constituted this Service is not in a po- 
sition to do more than recommend, and defi- 
nitely is not able to deal with the financial and 
administrative problems involved in the pro- 
vision of medical and dental care to portions of 
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the population suffering a shortage. Its recom- 
mendations have wisely been that the problem 
should be met at state levels in view of the 
very many different types of problems and needs 
and the relation of these and their solution to 
local situations. Again, they have urged that 
a survey of these needs should be made by the 
existing committees of the Procurement and As- 
signment Service with the aid of such technical 
assistance as may be necessary. They point 
out that it is especially desirable in determining 
the needs of these locations that the State Pro- 
curement and Assignment Committee seek the 
cooperation of a number of agencies including 
the state health department, the state medical 
society, the state dental society, industry, or- 
ganized labor, and such other agencies as the 
state defense council, all of which should be able 
to make significant contributions towards solv- 
ing this complex problem. Should assistance be 
needed for organization, administration, or fi- 
nancing of necessary medical and dental services 
in these areas, the responsibility should devolve 
upon an agency which should include representa- 
tives of the state health department, the state 
medical society, and the state dental society 
with the cooperation ard support, both financial 
and technical, of appropriate Federal agencies, 
the administration of funds being delegated to 
the appropriate state agencies. 

It is the belief of the Procurement and As- 
signment Service, and one easily concurred in, 
that since these problems have been occasioned 
by the war and in many instances transcend 
state lines, the Federal Government has a defi- 
nite responsibility to cooperate with the states 
in meeting these needs by the provision, when 
necessary, of financial and technical assistance. 
Unquestionably, this view is a sound one in the 
face of the overwhelming emergency with which 
we are confronted. Unquestionably, many 
changes under the manpower commission for 
total mobilization of our resources will take 
place, and if we are to win this war, unques- 
tionably many sacrifices distasteful in themselves 
and frequently in opposition to many hitherto 
accepted practices of the past will be demanded 
of us. 

In the recognition that any plan for alloca- 
tion of medical care, voluntary or by law, in 
which licensure is involved, is a temporary one 
for the duration of the emergency only, it is 
fitting, although perhaps unnecessary, to urge 
the heartiest cooperation with Federal and State 
Procurement and Assignment Services operating 
in conjunction with the Board of Trustees of the 
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American Medical Association, the War Partici- 
pation Committee of the American Medical As- 
sociation, and the Committee on Dental Pre- 
paredness of the American Dental Association, 
in order that the support of the entire medical 
and dental professions may be assured. This 
program must and will succeed, I believe. This 
is a time demanding the highest cooperation on 
all sides. It is no time for recriminations and 
accusations of inefficiency and muddling. Let 
us admit that in the earlier months of the war 
the program faltered in places; let us admit that 
these are errors due to human frailties. Then 
may I not point out that with the passing of 
time many of the errors have been eliminated 
and I am confident that fewer and fewer will 
crop out in the future? I am confident of this 
because of the knowledge that any expansion of 
a professional group which multiplies its numbers 
in a given service by 1,000 per cent must in- 
evitably make mistakes in the earlier stages. 
Moreover, when one realizes that Pearl Harbor 
is but eleven months past and considers well 
the over-all picture of this global war which we 
have entered, of which picture the medical factor 
is only one element, I think it is heartening to 
note that so much has been accomplished in 
such a short time with so few fundamental errors. 


Another point which I think should interest 
this audience greatly is the type of professional 
service being rendered to the men in our armed 
forces. As a member of the Medical Practice 
Division in the Surgeon General’s Office, I am 
one of those who are charged with the adminis- 
tration and supervision of the professional care 
to the men in the Army, both within the con- 
tinental limits of the United States and in for- 
eign theaters of operation. Our division has been 
particularly interested in the proper allocation 
of personnel coming from civilian life to places 
in military installations where their services will 
be most efficiently utilized to the end that the 
type of professional care may be of the highest. 
It is a privilege to assure you that as I have 
gone around on inspection tours visiting general 
hospitals, station hospitals, and many other mili- 
tary institutions, and have observed surgery be- 
ing done both in the surgical specialties and gen- 
eral surgery, that I have been impressed with 
the fact that the average soldier in the Army 
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today is assured a professional care certainly 
equal to, and frequently superior to, the type 
of professional care to which he is accustomed 
in civil life. That is not to say that the Pro- 
fessional Service Division visualizes that every 
military institution will attain this high degree 
of professional capability of which I speak, but 
certainly one may say unequivocally that the 
pattern of professional care and the curve of 
efficiency is extraordinarily high. This state- 
ment undoubtedly will be borne out by a criti- 
cal appraisal by medical men. Furthermore, 
it is our belief that to continue this high plane 
of medical effort aimed at, the qualifications 
of the men delivering the care must be evaluated 
by high standards, and in the case of specialists 
the standards of the College of Physicians, the 
College of Surgeons, the many specialty Boards 
and special Societies have been accepted as the 
yardstick. Of course, it is impossible to al- 
locate every individual physician to a position 
for which he is completely qualified, or considers 
himself qualified, but I believe we have struck 
a high average in the distribution of medical 
men and I can assure you that it is the ambition 
of the Surgeon General’s office through his Pro- 
fessional Service Division to continue attempts 
to safeguard the health of the Army by main- 
tenance of these standards among medical per- 


sonnel. 

This responsibility is now accepted by thou- 
sands of civilian doctors in uniform in the 
Medical Corps of the Army of the United States. 
These are but a few of the many responsibilities 
and complex problems which face us in the 
somber days yet ahead, for it may not be gain- 
said that reverses and disappointments have 
been our share up to now. That they will be mul- 
tiplied and multiplied again and again before this 
ghastly war terminates successfully for us is 
almost inevitable. Nevertheless, whatever re- 
sponsibilities our position as guardian of the 
public health entails we shall accept; for of its 
patriotism, enthusiasm, and willingness to serve, 
the medical profession has time and time again 
given proof. No other group of citizens paral- 
lels the physicians of America in their patriotism, 
and in this cruel war of survival we shall accept 
the sacrifices which duty indicates, each and 
every one of us, whether in uniform or out. The 
traditions of the past assure you that we can 
do no other. 
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AFTER THE WAR, WHAT NEXT?* 


By Lee E. Sutton, Jr., M.D. 
Richmond, Virginia 


Almost a year ago today there was little 
thought that this country by now would have 
been at war for the duration of almost a year. 
Much has happened since that fateful day, De- 
cember 7, 1941, when the Japanese attacked 
Pearl Harbor. Many changes have taken place 
in our country in its various phases of activity. 
Not only have individuals been compelled to give 
up their businesses or occupations to join the 
armed forces for the protection of their country, 
but others have had to alter their activities or 
make some compromise in the performance of 


their duties. 


Since our services for our country are in the 
field of medicine, be it education or practice, we 
find that we have altered our activities by as- 
suming additional duties. During these trying 
times physicians are not only responsible for 
the health of the civilian population as it was 
during peace times, but are responsible also for 
the health and medical care of the personnel of 
the armed forces. Many physicians have been 
taken out of civil life to be put in military serv- 
ice. There is the belief of some, that this transfer 
of physicians from civil to military service 
will not leave adequate care for the civilian 
population. On account of this, the past presi- 
dent of the American Medical Association dur- 
ing one of his recent addresses suggested ra- 
tioning medical care to the public. 

Medical education has been affected by the 
increased responsibilities that have been thrust 
upon it. Courses of instruction have been added 
to the curriculum, such as those related to mili- 
tary medicine, a term wlich may be regarded 
as that branch of medicine which relates par- 
ticularly to courses of instruction for medical 
officers in military service. Such instruction 
as is offered by the medical schools to the fu- 
ture young officers will give them a fundamental 
knowledge of what their duties will be. 

Due to the increased need of medical officers, 
medical schools have volunteered to accelerate 
their teaching program so that students will 
graduate in a shorter period of time. This is 
being accomplished by offering instruction dur- 
ing the summer vacation months. This proce- 





*Chairman’s Address, Section on Medical Education and Hos- 
pital Training, Southern Medical Association, Thirty-Sixth An- 
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dure has added extra assignments to the medi- 
cal school faculties for the duration of the war, 
which they have gladly accepted. 

Many medical schools have formed hospital 
units for the service which will perform valiant 
work for the armed forces. These units are 
made up of faculty members released from 
teaching duties, which will reduce considerably 
the teaching faculty in these schools. Other 
members of the teaching personnel within the 
draft age have and are continually joining the 
armed forces to serve in the medical divisions. 
This loss of faculty adds: more duties to those 
remaining on the teaching staff if the regular 
curriculum is to be carried out. Due to the fact 
that fewer physicians remain in civilian practice, 
many of those remaining on the faculty will 
have to administer to more civilian patients in 
addition to their increased teaching. It has 
been reported that some medical schools have 
been so seriously affected by loss of personnel 
that they will have difficulty in keeping open. 

Without doubt this cutting down of the fac- 
ulty personnel, bringing about an added teach- 
ing load for those remaining, will cause instruc- 
tion to students to suffer, or tend to fall below 
standards regardless of the admonitions of the 
American Medical Association, or how hard we 
of the various faculties may try to maintain 
standards. The crowding of four academic years 
of medical work into three calendar years will 
cut down instruction for some students. These 
students have been able to obtain additional in- 
struction by visiting various hospitals and clinics 
or remaining in their own institutions for fur- 
ther study during the summer months. Also, the 
pressure and strain of the uncertainties that exist 
and the outside activities and interests that will 
be thrust upon the students will tend to distract 
them from their studies. Hot summer weather 
has been no stimulus to increased activity. 

In spite of all the handicaps, the medical 
schools are attempting to do a good job. Even 
with the increased teaching for faculty mem- 
bers, they will find time to present papers about 
current medical problems. These papers will 
render much service to the welfare of the civilian 
population, and to the government, that will 
be of great value. Since most of the essays you 
are to hear today will be along these lines, it 
would not be out of order for one of the essayists 
to express himself on what medical education 
should be able to offer when peace is declared. 


Thinking first about those students who are 
now in medical schools, but will be in the mili- 
tary service soon, and those who have recently 
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graduated and are now in service, and have not 
had what they may term an adequate intern- 
ship, some sort of additional instruction should 
be offered them. They may have a feeling that 
they are not prepared for general practice. Some 
of these will desire refresher courses, others will 
feel that they should specialize. Medical col- 
leges and hospitals should be prepared to give 
these medical ex-officers, who have returned 
from serving their country on the various fronts, 
the instruction and training they think they 
need. Also, there will be many civilian physi- 
cians who will desire or should be receiving re- 
fresher courses. It will be up to the medical 
schools to assume this postgraduate instruction 
along with the routine instruction of the usual 
number of medical students. From all indica- 
tions there will be no cutting down of student 
enrollment in the medical schools. Those in- 
terested in medical education should decide how 
instruction can be best offered or what type 
of educational plan would be of most value to 
those who are interested in taking postgraduate 
work. 

Many reports have been made on postgraduate 
medical educational plans that have been pre- 
sented in the past in the various states. They 
show a certain amount of success although most 
of the programs were too limited to accomplish 
much. The courses of instruction that have 
been offered vary from graduate courses of one 
or more years, or postgraduate work of few 
weeks or less. The continued medical educa- 
tion of the general practitioner through exten- 
sion courses has not been well worked out, but a 
preliminary showing has been made in some 
states with encouraging results. The lack of 
success is due to the failure of a follow-up. There 
is generally a lag before other courses are given 
and there appears to be no plan leading to a 
definite goal of accomplishment. 

Those returning physicians from the service, 
who were unable to finish their planned medical 
training, will wish to return to complete it. 
These men are interested in obtaining a wider 
general medical education before going into pri- 
vate practice and may hope some day to pass 
one of the qualifying boards. Their training 
will have to be given at hospitals either con- 
nected with medical schools or so well organized 
that they are acceptable to the specialization 
boards. The question arises, whether there will 
be enough places for these men to train. It 
must not be forgotten that there will be the 
graduating classes coming along, some of whose 
members will also desire two or mere years of 
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hospital training for specialization. It does not 
seem fair for either of these two groups to be 
sacrificed for the other. It will be up to the 
medical schools, and particularly the hospitals, 
to be prepared for this added instruction. Added 
to these groups there is another, consisting of 
physicians who have been in private practice 
and will not want to return to their former 
practice, but wish to be specialists and will re- 
quire further training. 

Some physicians will want short courses in 
one or more subjects before returning to general 
practice. A physician who has been in the army 
for a year or more, will feel in need of refresher 
courses in the type of work that he missed while 
in the service. Each physician will have his 
individual need. Medical schools will not be 
able to give every man exactly what he wants 
in the way of instruction. Different courses 
should be presented and outlined by the various 
medical schools, giving what the average phy- 
sician will need and enough publicity to such 
courses for the returning medical men to know 
what work can be obtained. One school will 
not be able to present all the desired courses. 
The various medical schools through the South 
should get together and each school agree to 
assume responsibility for a certain course so 
that if a desired course cannot be obtained at 
one institution it may be obtained at another. 

Many physicians will return immediately to 
the rural districts or their home town, and will 
later demand postgraduate work which must be 
supplied them. They will be in the same cate- 
gory as the peace-time physician has been in in 
the past. In order that instruction may be of- 
fered, there should be more full-time faculty 
members of medical schools who will have time 
to make trips to rural areas or adjoining cities 
to present courses of instruction. 

A state should be as much interested in the 
education of its physicians as of its school 
teachers. Subsidies must be made so that edu- 
cational opportunities can be given these phy- 
sicians. Facilities should be provided and the 
physician should be urged or required to at- 
tend a medical school for instruction. 

The busy physician has very little vacation 
period for postgraduate study, and it is only 
the bravest who will arrange for a vacation and 
turn his practice over to some one else. A com- 
pulsory leave of absence should not be neces- 
sary. If it were recognized among physicians 
that they should leave for a period, for example, 
such as a month for a refresher course once a 
year or less often, there could be an agreement 
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between any two physicians in a community to 
look after the absentee’s practice with very little 
financial loss to the absentee. If these physi- 
cians once realized that instruction would be 
waiting for them at a medical institution and 
that this instruction would give them the infor- 
mation they needed, they would certainly grasp 
the opportunity. 

Where distance may prevent one taking 
over another’s practice during this study period, 
arrangements might be made with a medical in- 
stitution for a so-called senior intern, that is, 
one who has had at least one year’s intern- 
ship, to be sent to relieve the physician. The 
time spent by this intern should be added to 
his training. The physician should receive 
enough financial support to meet his expenses 
so that the general practitioner’s income will 
not be cut sufficiently to bring about financial 
embarrassment. 

An examination should be given to the prac- 
titioner after completion of his course, to de- 
termine the value of the instruction, at the same 
time giving him an incentive to work. Upon 
passing this examination he may be given a 
receipt for his work in one form or another. 
This course can then be followed by an exten- 
sion course through correspondence, with quiz- 
zes, so that the physician may continue to edu- 
cate and evaluate himself before ee for 
further school work. 

During this period, well trained instructors 
may be sent to the outlying districts to give 
talks on medical subjects to keep the practi- 
tioners on their toes and posted as to what is 
new and valuable. If instruction could be 
made interesting and attractive to these physi- 
cians it is hard to believe that they would not 
avail themselves of it. It, has been shown that 
physicians who are recent graduates will accept 
instruction much more willingly than those who 
have graduated years previously. 

It must not be said that the medical schools 
should assume all the responsibility of educat- 
ing the physician. Other institutions, such as 
the public health department, state and local 
medical societies, should assume some of the 
responsibility. The postgraduate education 
which has been carried on in the State of Vir- 
ginia has been through these agencies. 

The difficulties that are met with in carry- 
ing out such a program are mostly economic. 
The medical officer returning from service will 
invariably have some time before he must start 
back into practice. He may have saved enough 
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money to carry him through his program or 
may be able to borrow money, either from the 
government or an agency. The financial prob- 
lem of the non-military physician will be more 
difficult to solve, for he will usually not have 
the cash. Either he must receive some com- 
pensation from the practice that he is leaving 
or he must have a grant or fellowship. 

It has been found frequently that educating 
the rural physician through fellowships, giving 
him education of a year or more, has resulted 
in his being dissatisfied with his rural practice. 
He then desires to practice in the city. 

Many of the returning medical men have 
left districts to which they are not anxious to 
return. Many more will have no location to 
which to return, since they joined the military 
forces shortly after graduation from the medi- 
cal school. 

Before the war is over, if such an agency 
as the Southern Medical Association or the 
state or district societies could make a survey 
of their territory, recognizing the medical needs 
of their various communities, much might be 
done toward future distribution of medical care. 

It is usually the economic status of the com- 
munity that forces the physician to leave; he is 
unable to make a decent living. Communities 
of this kind have more patients than the local 
profession can care for. A study may be made 
of the doctor-patient ratio. Some kind of a 
guarantee or subsidy might attract a physician 
to that locality. It is quite possible that if a 
physician could have access to a local or a so- 
called community hospital where he felt he 
could do satisfactory work he might be at- 
tracted. In other words, a community must be 
made inviting to a physician looking for a lo- 
cation. A district or county society could do 
much to satisfy new physicians in its locality. 

All specialists need not be located in the 
cities. Local communities, through an agree- 
ment, could support some specialists who would 
be pleased to locate in their midst. The special- 
ist asks only for what he terms a decent living. 

Some states offer scholarships to prospective 
students in medicine who will return to rural 
communities where there is a shortage of 
physicians to practice medicine for a definite 
period of time. Such communities have already 
shown themselves to be unattractive and un- 
favorable for the practice of medicine. If not, 
there would not be a shortage of doctors in 
that community. These students, since they 
need the money, if they are capable mentally 
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and able to take advantage of the scholarship, 
will return to fill their obligation, but will 
leave at the first opportunity as they cannot 
see progress. It is quite possible that the ones 
who remain to carry on in such an environment 
will very soon seek the level of the community 
and will be a poor investment from a medical 
standpoint, as they will not keep up with medi- 
cal progress. 

In such a district a subsidy may be better. 
Many medical missionaries have done good work 
abroad living on subsidies. If men of their 
caliber could be given the same subsidy, they 
would welcome the opportunity for home mis- 
sion. These missionaries are allowed or en- 
couraged by their supporting organization, 
when they leave active duty for their furlough, 
to improve their knowledge along their field of 
activity. Such an arrangement offered to those 
who desire to be rural physicians might help 
to solve this problem. 

These are some of the problems that medical 
educators will have to think about in the fu- 
ture. They should be considered now. 





THE INCIDENCE AND RECOGNITION 
OF RIBOFLAVIN AND NIACIN DE- 
FICIENCY IN MEDICAL 
DISEASES* 


By Grace A. GotpsmiTH, M.D. 
New Orleans, Louisiana 


Adequate nutrition is recognized as an es- 
sential requisite for the maintenance of optimal 
health and vigor and consequently has become 
of increased importance since the onset of war. 
The prevention, early recognition and prompt 
treatment of deficiency diseases is a vital medi- 
cal problem. While the incidence of mild defi- 
ciency states is unknown, it is undoubtedly 
high, since large numbers of the low income 
group of the population, especially in certain 
areas of the South, consume a grossly inadequate 
diet. 

A recent survey in New Orleans‘! of the 
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*From the Department of Medicine, Tulane University School 


of Medicine and Charity Hospital, New Orleans, Louisiana. 

tA record of all food consumed was kept for one week. Diets 
were evaluated by the National Nutrition ‘“Yardstick,’”’ estab- 
lished by the Committee on Food and Nutrition of the National 
Research Ceuncil. 
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eating habits of 5,776 grade school and high 
school students showed that only 11.2 per cent 
of the white and 3.3 per cent of the colored 
children received a diet adequate in all essen- 
tial food factors as judged by standards recom- 
mended by the Food and Nutrition Committee 
of the National Research Council. The diets 
were fair or “borderline” in 59.6 per cent of 
the white and 38.1 per cent of, the Negro stu- 
dents, poor and definitely deficient in one or 
more essential nutrients in 29.2 per cent of 
the white and 58.6 per cent of the Negro chil- 
dren. A study of dietary records of 1,082 Farm 
Security Administration families in Louisiana in 
1939 and 19407? showed only 1.22 per cent 
which could be classified as good, while 69.28 
per cent were fair and 29.49 per cent poor. 
These findings indicate an even higher incidence 
of dietary inadequacy in both urban and rural 
communities than was reported by the Bureau 
of Home Economics of the Department of Ag- 
riculture* in a nation-wide survey in which 76.2 
per cent of the 2,000 families studied failed to 
receive a .“good” diet. 

In a setting of months or years of an inade- 
quate diet, deficiency disease may be precipitated 
by even minor illness. Any organic or func- 
tional disturbance leading to poor absorption, 
improper utilization, increased excretion, or an 
increased requirement of vitamins, may produce 
a deficiency syndrome. The frequency with 
which deficiency disease complicates numerous 
medical conditions has not been appreciated, 
partly because of failure to consider the possi- 
bility and partly because of the difficulty of 
diagnosing early, mild deficiency. Pathogno- 
monic signs and symptoms are usually late in ap- 
pearance. 

In order to determine the frequency of vita- 
min deficiency in medical diseases, two hundred 
patients admitted to the medical wards of Char- 
ity Hospital in New Orleans were studied, fifty 
each on the white male, white female, colored 
male, and colored female services. Admissions 
were consecutive and ages varied from 5 to 82 
years. Each patient was questioned in regard 
to symptoms and specifically examined for signs 
suggestive of early deficiency disease. The 
manifestations used as clinical criteria for sus- 
pecting vitamin deficiency were those suggested 
by the sub-committee on Medical Nutrition, Di- 
vision of the Medical Sciences, National Re- 
search Council (Table 1). Only the findings 
related to riboflavin and niacin deficiency will 
be considered in detail at this time. 
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SYMPTOMS OF VITAMIN DEFICIENCY 


Lack of appetite 

Lassitude and chronic fatigue 
Loss of weight 

Lack of mental application 

Loss uf strength 

History of sore mouth and tongue 
Chronic diarrhea 

Nervousness and _ irritability 
Paresthesias 

Night blindness 

Photophobia 

Burning or itching of eyes 
Lacrimation 

Muscle and joint pains, muscle cramps 
Sore bleeding gums : 
Tendency to bleed 





Table 1, Part 1 





PHYSICAL SIGNS OF VITAMIN DEFICIENCY 


Nasolabial sebaceous plugs 

Cheilosis 

Vincent’s angina 

Minimal changes in color or texture of tongue 

Red, swollen lingual papillae 

Glossitis 

Papillary atrophy of tongue 

Stomatitis 

Spongy, bleeding gums 

Muscle tenderness, extremities 

Poor muscle tone 

Loes of vibratory sensation 

Increase or decrease of tendon reflexes 

Hyperesthesia of skin 

Bilateral symmetrical dermatitis 

Purpura 

Dermatitis, 
vulval 

Thickening and pigmentation skin over bony prominences 

Nonspecific vaginitis 

Follicular hyperkeratosis external surfaces of extremities 

Rachitic chest deformity 

Anemia not responding to iron 

Fatigue of accommodation 

Vascularization of cornea 

Conjunctival changes 


facial butterfly, Casel’s necklace, perineal, scrotal, 








Table 1, Part 2 


General symptoms such as anorexia, lassitude, 
loss of weight, or strength and lack of mental 
application are common to a number of defi- 
ciency states and represent an early biochemical 
and physiological abnormality. These symptoms 
are likewise found in many conditions other than 
vitamin deficiency and hence were not used in 
judging the adequacy of riboflavin and niacin 
nutrition. It is of interest to note, however, 
that 145 of the 200 patients complained of one 
or more of these symptoms. 
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Riboflavin deficiency may be suspected when 
there is a history of soreness or burning of the 
tongue and dysphagia, or when there are visual 
disturbances including photophobia, burning and 
itching of the eyes, lacrimation, fatigue of ac- 
commodation, and dimness of vision. The signs 
of riboflavin deficiency include changes in the 
lips, tongue, eyes and skin. Sebrell and Butler* 
first described the lesion of the lips, cheilosis, 
which consists of superficial denudation, with 
redness at the line of closure, and of maceration, 
fissures, and yellowish crusting at the angles of 
the mouth. These authors also noted a derma- 
titis in the nasolabial folds consisting of “fine, 
scaly, slightly greasy, desquamation on an 
erythematous base.” A “seborrheic dermatitis” 
may also occur on the ala nasi, in the vestibule 
of the nose, at the inner and outer canthi of 
the eyes, and on the ears. Hard sebaceous plugs 
across the bridge of the nose give it a “shark 
skin” appearance. Fine filiform comedones may 
be present on the cheeks and chin. The tongue 
in typical cases is magenta, or purplish red in 
color and is often fissured. The papillae may 
be swollen and flattened, resulting in a pebbled 
appearance. Weisberger? described a primary 
coating of the tongue and a patchy, oval desqua- 
mation with an atrophic center and raised 
whitish pink edges in riboflavin deficiency. This 
lesion was present in some of our patients, while 
in others there were linear, purplish red, atrophic 
areas located lateral to the mid-line. In a num- 
ber of patients with deficiency the tongue was 
lightly coated, and red, swollen papillae stood 
out sharply against this white background. 
These changes disappeared with riboflavin 
therapy. 

The ocular signs in riboflavin deficiency con- 
sist of a superficial vascularizing keratitis, which 
was first described by Kruse, Sydenstricker, Se- 
brell, and Cleckley.£* According to these au- 
thors, the initial finding, visible only with the 
slit lamp, is circumcorneal injection. There is 
congestion and proliferation of the limbic plexus, 
the newly formed blood vessels outlining the 
scleral digitations. Subsequently there is in- 
vasion of the cornea by small capillaries which 
anastomose to form tiers of loops. As vascu- 
larization progresses it becomes grossly visible. 
Injection of the conjunctival vessels, so called 
“conjunctivitis,” may also be present. The 
cornea often shows superficial punctate opac- 
ities and in prolonged deficiency, diffuse nebu- 
lae occur at various levels in the substantia 
propria. Abnormal pigmentation of the iris has 
been described. In a number of our patients 
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injection of the conjunctival vessels appeared as 
a band extending across the bulbar conjunctiva 
from the canthus to the limbus, at times in asso- 
ciation with conjunctival thickening described 
by Kruse® as characteristic of vitamin A defi- 
ciency. The picture resembled an early or poor- 
ly defined pterygium and warrants further study 
which will be undertaken in cooperation with the 
Department of Ophthalmology. The injected 
vessels disappeared following the administration 
of riboflavin as did diffuse conjunctival injection. 
In our opinion, a number of cases of “‘conjunc- 
tivitis” are due to riboflavin deficiency. 
Symptoms of niacin deficiency include a pain- 
ful mouth and tongue accentuated by eating high- 
ly seasoned foods, a chronic diarrhea, and psy- 
chic disorders. Nervousness, irritability, and 
digestive disturbances are frequent. Psychic 
disturbances include mental confusion, forget- 
fulness, confabulation, anxiety, depression, stu- 
por, or severe psychoses. The characteristic 
physical signs of niacin deficiency consist of a 
fiery red, swollen tongue, stomatitis and ulcera- 
tion from which Vincent’s organisms may be 
recovered, esophagitis, nonspecific vaginitis, 
proctitis, urethritis, and a typical bilateral sym- 
metrical dermatitis. In early deficiency the 
tongue is red and sore only at the sides and tip. 
Atrophy occurs as deficiency progresses and may 
become marked. Often the type of deficiency 
disease cannot be discerned from examination 
of the tongue alone, since a smooth or rough, 
red, atrophic tongue may occur in a number of 
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conditions, notably in multiple deficiency of 
members of the vitamin B complex. 

In chronic pellagra the dermatitis may be 
limited to thickening and pigmentation of the 
skin over the bony prominences, especially of 
the elbows and knees, less often of the knuckles, 
wrists, dorsum of the feet and ankles. The 
severe acute dermatitis is readily recognized, 
beginning with erythema on the backs of the 
hands which at times progresses to vesicle and 
bullous formation. There may be erythema of 
the malar eminences, forehead and neck and 
involvement of the extensor aspects of the feet 
and legs, and of the perineum and genitalia. In 
acute nicotinic acid deficiency an encephalop- 
athy may occur as described by Jolliffe,® 
Cleckley?® and their co-workers. 

The clinical picture of deficiency disease is 
usually multiple and it is rare to find evidences 
of lack of a single vitamin. Riboflavin and 
niacin deficiency are usually found together and 
in association with -an inadequate supply of 
thiamin and other vitamins as well. It is often 
hard to distinguish the predominant fault. Ac- 
curate diagnosis is made more difficult by the 
fact that manifestations of mild, long standing, 
chronic deficiency differ from those of acute, 
severe deficiency. 

The symptoms and signs which were present 
in the 200 patients comprising this study are 
given in Table 2. Twenty-five patients com- 
plained of sore mouth and tongue, suggestive of 
riboflavin or niacin deficiency. It is interest- 


INCIDENCE OF SYMPTOMS AND SIGNS OF RIBOFLAVIN AND NIACIN DEFICIENCY IN 200 PATIENTS 








Number of Patients with Positive Findings 





Symptoms and Signs White White Negro Negro 

Female Male Female Male TOTAL 
Sore mouth and tongue 16 5 3 1 25 
Chronic diarrhea 5 4 4 4 17 
Nervousness and irritability 17 16 14 7 54 
Visual disturbances 22 25 20 13 80 
Nasolabial sebaceous plugs 12 23 17 13 65 
Cheilosis 9 14 7 . 34 
Changes in color, texture and papillae of tongue 32 31 27 21 111 
Pellagrous dermatitis 0 3 3 3 9 
Thick, pigmented skin over bony prominences 18 11 28 33 90 
Vascularization of cornea (grossly visible) 5 10 2 1 18 

7 22 9 6 44 


Conjunctival cengestion 








Table 2 
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ing to note that 16 of the 25 in this group were 
white females. The visual disturbances (photo- 
phobia, burning and itching of the eyes, and 
lacrimation) which occurred in 80 persons in- 
dicated possible riboflavin deficiency. Syden- 
stricker and his colleagues! found that ocular 
symptoms preceded all others in 50 per cent of 
patients with ariboflavinosis. It should be men- 
tioned that a lack of vitamin A or intrinsic eye 
disease can produce many similar complaints. 

Chronic diarrhea not due to obvious causes 
such as infection with specific bacteria, or para- 
sites, occurred 17 times in this series of cases and 
in these instances suggested niacin deficiency. 
Nervousness and irritability which are frequent 
findings in early niacin or thiamin deficiency 
were present in 54 persons. 

Nasolabial sebaceous plugs, ‘“‘shark skin” nose, 
or other evidences of seborrheic dermatitis were 
found in 65 individuals, most frequently in 
white males, next in colored females. Definite 
cheilosis occurred 34 times. In these instances 
the fissures at the angles of the mouth were 
apparently due to riboflavin deficiency rather 
than to malocclusion or poor dentures as in cases 
reported by Ellenberg and Pollack.!2 Cheilosis 
was less frequent in Negro than in white pa- 
tients. Changes in the tongue occurred in 111 
of the 200 patients. Minimal changes in col- 
or, or texture were found in 74 persons, marked 
glossitis in 24, red, swollen papillae in 30 and 
atrophy in 48. Some of the tongue findings were 
characteristic of riboflavin and some of niacin 
deficiency, while in many instances, a red, or 
purplish atrophic, fissured tongue of nonspe- 
cific character was present. Changes in the 
tongue were seen less often in colored males 
than in any other group and severe glossitis oc- 
curred predominantly among the white patients. 


Typical pellagrous dermatitis was found in 
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nine persons, none of whom were white females. 
This finding corresponds to clinical impressions. 
In the past five years only a few cases of clas- 
sical pellagra have been seen on the white female 
wards. Thickening and pigmentation of the 
skin over the bony prominences occurred 90 
times, and as anticipated, was more frequent 
in the colored groups. Not all of these skin 
changes can be attributed to niacin deficiency. 
However, there has always been a higher inci- 
dence of pellagra in Negro than in white patients 
in this locality. Negroes seem more prone to 
develop skin lesions. In this study follicular 
hyperkeratosis due to vitamin A deficiency oc- 
curred more frequently among the Negro than 
among the white patients. 

Vascular changes in the cornea were grossly 
visible in 18 persons, 10 of whom were white 
males. This finding may be partially explained 
by the high incidence of cirrhosis of the liver 
and alcoholism in this group of patients, since 
both of these disorders will “condition” severe 
deficiency. Injection of the conjunctival vessels 
occurred in 44 instances and was likewise fre- 
quent in white males. 

In attempting to determine the existence of 
riboflavin and niacin deficiency on the basis 
of the above findings, the status of each person 
was evaluated separately. The presence of 
symptoms without objective findings was not 
accepted as evidence of a deficiency state. If 
characteristic signs were present, or if a group 
of symptoms and signs highly suggestive of 
deficiency occurred together, the diagnosis was 
considered to be established. When there was 
doubt the case in question was diagnosed as one 
of “probable deficiency.” Table 3 indicates the 
results of final evaluation. It is recognized that 
the personal equation is a factor in the conclu- 
sions reached. Nevertheless, the incidence of 


INCIDENCE OF RIBOFLAVIN AND NIACIN DEFICIENCY IN 200 PATIENTS 











Definite Deficiency—No. Patients Probable Deficiency No 
Group No. Patients of Riboflavin or Deficiency 
Riboflavin Niacin Both Niacin. No. Patients No. Patients 

White female . 50 13 4 6 11 16 
White male 50 15 5 9 9 12 
Negro female 50 11 0 5 18 16 
Negro male 50 5 2 a 16 23 
Total 200 44 11 24 54 67 








Table 3 
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deficiency syndromes is high. Seventy-nine of 
200 patients, or 40 per cent, had evidence which 
appeared to indicate definite inadequacy of ribo- 
flavin, of niacin, or of both vitamins. An addi- 
tional 54 patients, or 27 per cent, were considered 
to have probable deficiency. Thus 67 per cent 
of the patients examined showed clinical mani- 
festations which indicated an insufficient sup- 
ply of two important members of the vitamin B 
complex, the incidence of riboflavin deficiency 
being greater than that of niacin. In addition, 
49 patients, or approximately one-fourth of the 
entire number examined, had signs and symptoms 
suggesting that the quantity of thiamin was in- 
adequate. A finding of interest is that definite 
evidence of deficiency occurred in 52 white and 
in only 27 Negro patients, while less well de- 
fined manifestations occurred in 34 Negroes as 
against 20 white persons. The total incidence 
of probable deficiency was slightly lower in col- 
ored males than in the other three groups. The 
paucity of advanced lesions in the Negro pa- 
tient has several possible explanations which will 
be discussed later. 

The diseases represented in this study were 
the usual ones seen in a general medical service. 
Table 4 shows the incidence of deficiency syn- 
dromes in various groups of diseases. Approxi- 
mately two-thirds of the patients with organic 
or functional pathology of the gastro-intestinal 
tract (exclusive of carcinoma) presented evi- 


INCIDENCE OF RIBOFLAVIN AND NIACIN DEFICIENCY 
IN VARIOUS MEDICAL DISEASES 











Disease Total No. No. Patients 
Patients with Deficiency 

Gastrq-intestinal diseases 22 14 
Heart disease without failure 20 11 
Heart disease with congestive 

failure 22 14 
Hypertension, arteriosclerosis 

and nephritis 14 8 
Cerebral hemorrhage and 

thrombosis 5 3 
Infections (fever usually present) 45 28 
Blood dyscrasias 9 4 
Diabetes mellitus 9 7 
Hyperthyroidism 3 3 
Malignancy 18 15 
Cirrhosis of liver and hepatitis 6 6 
Chronic alcoholism 3 3 
Pellagra (endemic) 2 
Miscellaneous 22 15 








Table 4 
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dence of riboflavin or niacin deficiency. The 
diagnoses in this group included peptic ulcer, 
amebic and bacillary dysentery, cholecystitis, 
and neurosis. Deficiency may be ascribed to 
inadequate food intake due to anorexia, vomit- 
ing, or the type of diet instituted therapeutical- 
ly, or to poor absorption as a result of diarrhea. 
Also, as Sydenstricker™ has stated, prolonged 
nutritional deficiency of itself may lead to func- 
tional and organic changes in the mucous mem- 
brane of the gastro-intestinal tract, preventing 
absorption and utilization of available nutrients. 

Slightly more than half of the patients with 
heart disease showed nutritional deficiency, the 
incidence being higher in white persons than in 
Negroes. Anorexia accounted for the findings 
in many, poor absorption being a contributory 
cause in persons with congestive heart failure. 

Of the patients who had infections, nearly all 
had some degree of fever which could account 
for the 65 per cent incidence of symptoms and 
signs of deficiency. The heightened metabolism 
of febrile states means an increased requirement 
of riboflavin and niacin. In addition, febrile 
anorexia leads to a poor intake of food and 
diets prescribed are often inadequate. The diag- 
noses in this group of cases included rheumatic 
fever, pneumonia, pleural effusion, lung ab- 
scess, tuberculosis, syphilis, and several others. 
Certain infectious diseases seen in the past year, 
but not included in this group of cases, namely 
typhus fever, typhoid fever, and brucellosis, were 
often accompanied by signs attributable to lack 
of vitamins. 

Seven of the nine patients with diabetes mel- 
litus had evidence of deficiency disease. One 
explanation of this high incidence might be that 
with the control of diabetes there is an increase 
in the utilization of carbohydrate and a conse- 
quent need for “B” vitamins which function in 
enzyme systems in intermediary carbohydrate 
metabolism. Sydenstricker, Geeslin and Weav- 
er! have shown that the use of high carbo- 
hydrate diets and insulin in treating depleted 
diabetics may precipitate deficiency of niacin 
and riboflavin. Some of the diabetics in this 
series, however, had been stabilized for some 
time before examination, others had received no 
therapy and none of them had been taking a 
high carbohydrate diet. Vilter, Vilter and 
Spies found a diminution in co-enzymes in dia- 
betic patients with ketosis. While the preva- 
lence of deficiency in diabetics is probably re- 
lated to carbohydrate metabolism, the entire 
mechanism is not clear. 

All three patients with hyperthyroidism were 
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deficient in niacin and riboflavin, and in thiamin 
as well. These findings can readily be explained 
on the basis of an increase in metabolic rate and 
hence in vitamin requirement. 

Of 18 patients who had carcinoma only three 
were without manifestations of deficiency. Three 


of the neoplasms originated in the gastro-intes- - 


tinal tract, two'in the pancreas, and in two 
other instances the liver was involved by met- 
astasis. Anorexia is usual in all types of car- 
cinoma. Abnormalities of gastro-intestinal se- 
cretions and changes in the epithelium may in- 
terfere with absorption of food ingested. In 
liver disease vitamins are not stored or utilized 
normally. The so-called “toxic” state in ad- 
vanced carcinoma may indicate an impairment 
in utilization of essential chemical substances. 

There were five cases of cirrhosis of the liver 
and one case of arsenical hepatitis in this series. 
Four of these patients had evidence of deficiency 
of niacin, riboflavin, and thiamin, the other two 
of only riboflavin. The utilization and storage 
of vitamins were presumably abnormal in these 
individuals. All of the patients with cirrhosis 
had been addicted to the use of alcohol. The 
importance of alcoholism in producing deficiency 
disease is well known and it is not surprising to 
find that each of the three patients whose pri- 
mary diagnosis was chronic alcoholism was defi- 
cient in the entire vitamin B complex. The 
metabolism of alcohol appears to require thiamin 
and niacin, and perhaps riboflavin as well. Al- 
coholism is associated with a diminished intake 
of food and may produce gastritis. Achlorhydria 
may ensue and poor absorption result. 

Two of the 200 patients examined had typical 
endemic pellagra, one Negro male and one Negro 
female. There were also two patients with 
acute nicotinic acid deficiency, one, a white fe- 
male, exhibiting the stupor, cog wheel rigidities 
and groping movements of encephalopathy as 
described by Jolliffe, the other, a white male 
showing confusion, disorientation, rambling 
speech, and memory defects. 

In the course of this study several patients 
were encountered in whom a deficiency syn- 
drome appeared following the use of intravenous 
glucose to combat dehydration. Vomiting pre- 
vented retention of food taken into the gastro- 
intestinal tract and signs of deficiency of the 
B vitamins developed after several days of in- 
travenous therapy. Sydenstricker!® has empha- 
sized that a high carbohydrate intake may pre- 
cipitate deficiency when the supply of B vitamins 
needed in intermediary metabolism is inadequate. 
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The diagnosis of deficiency disease in the 
above cases has been made on clinical findings 
alone. Admittedly these are often indefinite and 
impressions may be inaccurate. There are at 
present no special procedures or laboratory tests 
which are in the reach of the general practitioner 
to assist him in arriving at a diagnosis. The 
urinary excretion of riboflavin and niacin can 
be determined, but extensive laboratory equip- 
ment and trained personnel are necessary and 
even then the findings obtained are difficult 
to interpret. The use of the slit lamp has been 
advocated as the best means of discovering early 
riboflavin deficiency. Sydenstricker™ believes 
that superficial vascularizing keratitis is the 
earliest and most common visible manifestation 
of an insufficient supply of this vitamin. With 
the cooperation of Dr. Gaines, of the Department 
of Ophthalmology, a number of patients included 
in this study have been examined with the slit 
lamp, including some with and some without 
cheilosis,, magenta tongue or other evidences of 
riboflavin deficiency. Congestion of the limbic 
plexus of vessels was rarely seen, although slight 
pannus formation (extension of capillaries be- 
yond the sclerocorneal junction) was frequent. 
A number of normal persons whose diets were 
apparently adequate also showed this finding. 
As a matter of fact it was extremely rare to find 
a normal individual who did not show a few 
vessels extending into the cornea, superiorly and 
inferiorly, at the positions of 12 and 6 o'clock. 
The administration of riboflavin resulted in lit- 
tle or no change in the appearance of these 
vessels. 

Two of our patients with severe cheilosis and 
glossitis of riboflavin deficiency showed no 
changes whatever in the corneal vessels. Ex- 
tensive vascularization was present in a few 
patients. In these instances response to therapy 
was slow and incomplete, perhaps because the 
deficiency had been of long duration. 

Superficial punctate opacities, visible after 
staining with fluorescein, were the most constant 
finding in patients with other signs of aribo- 
flavinosis and this condition improved rapidly 
with therapy. It is our impression, from exami- 
nation of a limited number of subjects, that 
slight corneal vascularization is not a specific 
manifestation of riboflavin deficiency unless it 
is associated with marked congestion of vessels 
and perhaps with superficial punctate opacities 
of the cornea as well. 

It is important to emphasize that not all 
superficial punctate keratitis is due to an in- 
adequate supply of riboflavin. An epidemic of 
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kerato-conjunctivitis due to an infectious agent, 
presumably a virus, has recently been reported 
by Hogan and Crawford.17 Superficial punc- 
tate opacities occur in this disease. 

In view of the above findings we feel that 
superficial vascularizing keratitis and superficial 
punctate opacities of the cornea may be mani- 
festations of riboflavin deficiency, but are not 
pathognomonic findings. It may be that signs 
of ariboflavinosis vary in different sections of 
the country, dependent upon. the adequacy of 
some other essential dietary factor which may 
“condition” or predispose to specific tissue 
changes. 

There is no adequate laboratory method for 
evaluating the status of nicotinic acid nutri- 
tion, although Field'* and Perlzweig!® and their 
co-workers, among others, have made notable 
contributions toward this end. Recently we 
have been using a procedure which may prove 
useful in detecting deficiency of this vitamin. 
Findings will be reported in detail elsewhere. 
The test consists in the measurement of the 
excretion of nicotinic acid and its derivatives 
in the urine for a six-hour period after the oral 
administration of 300 mg. of nicotinamide. Nico- 
tinic acid is excreted in the urine in a number of 
forms, but largely as trigonelline. In perform- 
ing this test, therefore, a diet low in trigonelline 
(no coffee, nuts or legumes) is instituted for 48 
hours prior to administering the test dose of 
vitamin. The excretion of nicotinic acid deriva- 
tives in six hours after the 300 mg. test dose 
of nicotinamide averaged 31.4 mg. in 10 normal 
persons, 17.1 mg. in 12 hospital patients without 
definite evidence of deficiency disease and 13.1 
mg. in 10 patients with clinical manifestations 
of niacin, riboflavin or thiamin deficiency. There 
was little overlapping in the findings in normal 
persons and in patients with deficiency. The 
chemical determination of nicotinic acid in the 
urine is a difficult and time consuming procedure 
and the recovery of trigonelline is not complete. 
However, this test may be of assistance in assay- 
ing the adequacy of nicotinic acid nutrition. 


DISCUSSION 


The high incidence of riboflavin and niacin 
deficiency in this group of patients was not 
surprising, since most of the persons examined 
had been living on an inadequate diet for months 
or years, either because of poverty or poor food 
habits. With the onset of disease the intake of 


vitamins was insufficient to supply minimal 
requirements. 


Many patients had evidence of 
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deficiency of vitamin A and ascorbic acid, as 
well as of the “B” group of vitamins. 

The higher incidence of definite signs of defi- 
ciency in white in comparison to Negro pa- 
tients, as well as variation in the signs and 
symptoms observed, may be due to a number of 
factors. The frequency with which various dis- 
eases were encountered in this study differed 
considerably in the two groups of patients. Dis- 
eases of the gastro-intestinal tract, other than 
carcinoma, occurred largely in white patients as 
did cirrhosis of the liver and chronic alcoholism. 
All of these pathologic states are apt to lead to 
severe deficiency. This may partially account 
for the high incidence of advanced lesions in 
the white group. The incidence of carcinoma 
and infections was equal in white and Negro 
patients as was the frequency of niacin and ribo- 
flavin deficiency in these disorders. Negroes 
with heart disease, both with and without con- 
gestive heart failure, showed fewer signs and 
symptoms of deficiency than did white persons. 
While the explanation is not apparent, the type 
of heart lesion, the age of the patient and the 
duration of cardiac failure might influence the 
findings. Available data did not permit con- 
clusions in this regard. 

The frequency of pathologic changes, due to 
lack of vitamins, in white patients may be ex- 
plained in part on the basis of age. Of the 100 
patients in each group 69 of the white and 51 
of the colored were over 40. In older individ- 
uals, especially in the presence of arteriosclerosis, 
there is an increase in the incidence of vitamin 
deficiency, due perhaps, to poor absorption or 
utilization. Above the age of 40, white per- 
sons of both sexes and colored females showed 
a higher incidence of severe deficiency than did 
those under 40. Colored males over 40, however, 
had the lowest incidence of any age group. This 
may be due to the criteria used in making a 
diagnosis of deficiency. Pathologic changes vary 
according to whether few or many nutrients are 
lacking in the diet, the degree of insufficiency 
of individual factors, and the duration of the 
deficiency. The dietary histories of many of the 
Negroes indicated a more profound inadequacy 
over a longer period of time than did those of 
the white patients. An insufficient supply of 
more than one vitamin, because of functional 
interrelationships, may change the clinical pic- 
ture. It is conceivable that tissues subjected 
to long standing multiple deficiency may adapt 
themselves to functioning at a lower vitamin 
level and that requirements may actually be 


decreased. 
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The Negroes showed fewer lesions of the 
tongue and lips, less vascularization of the cor- 
nea and more skin changes than did white pa- 
tients. The high incidence of arcus senilis in 
the colored group is probably one explanation 
for the infrequency of vascularizing keratitis. 
Poor skin hygiene and occupational trauma may 
partially account for the large number of der- 
matologic changes in the Negro patients. 

The prevention of deficiency disease can be 
attained only by education. Everyone must be 
taught the daily requirements of essential nutri- 
ents in terms of foods which are available at 
various economic levels. Customs and habits of 
food selection must in many instances be 
changed. Even a small improvement in diet 
may have far reaching effects. The Nutrition 
Division of the Office of Defense, Health and 
Welfare Services is sponsoring a nation-wide edu- 
cational program and physicians can do a great 
deal to assist. 

Treatment of deficiency states involves the 
use of a diet high in vitamins and adequate in 
all other essentials together with the adminis- 
tration of the individual vitamins which are 
predominantly lacking. In the case of riboflavin 
deficiency 5 to 15 mg. daily is the usual thera- 
peutic dose. In some instances, our patients 
failed to respond to oral medication even with 
30 mg. daily, but improved after parenteral ad- 
ministration. Some of the signs of ribéflavin 
deficiency disappear very slowly. Subjective 
visual disturbances clear up in a few days as 
does conjunctivitis. Lesions of the lips, tongue 
and cornea may require several weeks for heal- 
ing and skin lesions even longer. In some pa- 
tients it is necessary to continue the adminis- 
tration of riboflavin for an indefinite period as 
symptoms recur when,it is withdrawn. As 
Sydenstricker’® has indicated, the absorption and 
utilization of riboflavin is more likely to be di- 
minished by conditioning factors than any other 
of the B vitamins. 

In treating niacin deficiency 150 to 300 mg. 
of nicotinic acid daily is usually sufficient, ex- 
cept in acute pellagra when larger quantities 
may be needed. Lesions of the tongue improve 
rapidly as do psychic manifestations. More 
time is required for the skin to return to normal 
and chronic pigmentation remains unchanged. 

It is advisable when there is deficiency of any 
member of the B group of vitamins to give some 
source of the entire vitamin B complex such as 
brewer’s yeast or liver extract. It has been 
noted by several investigators”° 1° that an excess 
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of a single B vitamin will cure the major mani- 
festation of avitaminosis, but may precipitate 
deficiency of another member of the B complex. 


SUMMARY 


Two hundred patients admitted to medical 
services of a charity hospital were examined for 
signs and symptoms of vitamin deficiency. Forty 
per cent showed definite and 67 per cent proba- 
ble evidence of deficiency of niacin, riboflavin, 
or both. Criteria for the diagnosis of deficiency 
were enumerated. Changes in the tongue were 
the most common abnormal findings, while le- 
sions of the skin, eyes and lips occurred in that 
order of frequency. Severe and characteristic 
manifestations were found more often in white 
than in Negro patients. Signs of deficiency were 
present in all persons with hyperthyroidism, 
cirrhosis of the liver and chronic alcoholism, and 
in two-thirds or more of the patients who had 
infections, diabetes mellitus, carcinoma, and 
diseases of the gastro-intestinal tract. 


The value of the slit lamp in determining ribo- 
flavin deficiency was discussed, as was a urinary 
excretion test for estimating the status of niacin 
nutrition. 


Inadequacy of riboflavin appears to be the 
most frequent cause of deficiency disease in this 
locality. 
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DISCUSSION (Abstract) 


Dr. W. H. Sebrell, Bethesda, Md—The outstanding 
feature of Dr. Goldsmith’s paper is the very large per- 
centage of definite and probable deficiency diseases 
found in her 200 patients. I do not believe that these 
findings can be regarded as being in any way peculiar 
to Charity Hospital. In all probability careful examina- 
tion of patients on the wards of most of our large hos- 
pitals using Dr. Goldsmith’s criteria would reveal a 
similar high prevalence of mild deficiency disease. Be- 
cause of the mildness of the symptoms and their oc- 
currence in connection with other more serious medical 
conditions, most physicians probably overlook the com- 
plicating deficiencies. Yet they may be of great im- 
portance in the course of the disease and contribute 
materially to the patient’s complaints. Many physicians 
are inclined not to make a diagnosis of deficiency dis- 
ease unless the symptoms are far advanced and the 
patient presents a textbook picture of typical deficiency. 
Recent research indicates that the very early stages of 
deficiency diseases may be of considerable importance in 
an individual’s endurance and may account for many 
vague symptoms which interfere with the patient’s re- 
covery. We are too prone to think of deficiency disease 
as distinct from other medical conditions. 

It is also of interest that Dr. Goldsmith regards ribo- 
flavin deficiency as the most common deficiency in her 
locality, especially since Dr. Spies also regards it as the 
most common deficiency around Birmingham and Syden- 
stricker has seen many cases in Augusta, Georgia. This 
evidence, in addition to that from other observers, in- 
dicates that riboflavin deficiency is probably one of 
our most common deficiency diseases and the practitioner 
should always be on the lookout for it. ~ 

Dr. Goldsmith’s observations on vascularization of the 
cornea are particularly interesting. I am in complete 
agreement with her point of view that slight corneal 
vascularization alone cannot be regarded as a specific 
manifestation of riboflavin deficiency. There is increas- 
ing evidence that slight vascularization of the cornea in 
many cases does not respond to the administration of 
riboflavin and this lesion must be evaluated in relation 
to other symptoms if a proper diagnosis is to be made. 
However, any severe cases of interstitial keratitis of un- 
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known etiology should be treated with riboflavin as a 
therapeutic test. Dr. Goldsmith’s use of fluorescein to 
bring out superficial punctate opacities of the cornea 
appears to be a very useful procedure and one which 
may be of great assistance in making a diagnosis of 
ariboflavinosis. I hope she will be able to develop this 
technic further. 

I should like to re-emphasize the point that deficiency 
diseases are usually multiple in nature and the diagnos- 
tician should be on the lookout for symptoms of two 
or more coexisting deficiencies. 

With food supplies more than ever in the public eye 
and possibly subject to limitations and difficulties in 
distribution, the practitioner today must increasingly 
be alert to the detection of early symptoms of deficiency 
disease. 


Dr. David T. Smith, Durham, N. C—I am sure Dr. 
Goldsmith did not wish to imply by her title that all of 
the deficiencies observed were either riboflivin or niacin. 
Some of our patients have lesions such as she has de- 
scribed, which failed to improve with riboflavin or 
niacin and healed promptly with pyridoxine. Others 
would not heal unless treated with vitamin C, and still 
others failed to improve with any of the known synthetic 
vitamins and yet healed promptly after treatment with 
extracts of liver. 


Dr. Goldsmith (closing). —It is interesting to learn 
that Dr. Sebrell has encountered findings similar to 
ours on examination with the slit lamp, and that he 
agrees that superficial vascularization of the cornea is 
not absolutely diagnostic of ariboflavinosis. I did not 
intend to infer that the signs and symptoms enumerated 
in this discussion were pathognomonic of riboflavin or 
niacin deficiency. In some instances, cheilosis will not 
improve with the administration of riboflavin. Pyri- 
doxine, in our experience, has seldom been of value in 
treating this condition. Oral lesions may be the result 
of multiple deficiency and healing will occur only when 
therapy includes the entire vitamin B complex in the 
form of brewer’s yeast or liver extract. 





PREVENTIVE AND PUBLIC HEALTH 
ASPECTS OF RHEUMATIC FEVER 
IN CHILDREN* 


By Louise Fry Gatvin, M.D. 
Richmond, Virginia 


The term, rheumatism, was first used by Guil- 
laume de Baillou in the late sixteenth century in 
describing acute polyarthritis. Not until the lat- 
ter part of the eighteenth century (1789) did 
Jenner report to the Fleece Medical Society con- 
cerning “disease of the heart following acute 
rheumatism illustrated by dissections.” During 
the past twenty years pathologists have demon- 
strated that rheumatic fever is a systemic disease, 





*Read in Section on Public Health, Southern Medical Asso- 
ciation, Thirty-Sixth Annual Meeting, Richmond, Virginia, No- 
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probably an infection, producing lesions through- 
out the body. The heart seems particularly sus- 
ceptible both to initial injury and to later per- 
manent scarring, and it is this fact which makes 
rheumatic fever a disease of exceptional impor- 
tance in the field of public health. 


As Swift! says: 


“Compare this disease with poliomyelitis—both kill- 
ing only a small number in the initial attack—one 
crippling obviously and one insidiously—one’ conferring 
immunity and the other presenting recurring attacks 
with increased cardiac crippling. The economic impor- 
tance of rheumatic fever is much greater than that of 
poliomyelitis, but the relative attention given them by 
the lay public, health authorities and vital statisticians is 
in ‘striking contrast. Searching among reported deaths 
from heart disease gives only an inkling of the relative 
part played by rheumatic fever.” 


Martin? in an analytical study of a twenty- 
year observation of children with rheumatic 
heart disease also gives strong indication of the 
need for public health awareness of and active 
participation in the battle against rheumatic 
fever: 


“T would be remiss if I did not take into account 
the public health aspects of rheumatic fever, a prob- 
lem of growing importance in our national life not 
only from the standpoint of morbidity and mortality, 
but also from the standpoint of the national defense 
program. 

‘“* * * The orthopedically crippled child * * * arouses 
sympathy, and justly so, but when one considers that 
rheumatism destroys seven times as many children as 
does poliomyelitis, some conception of the ravages of 
rheumatic fever can be had. In one sense, the child 
stricken with infantile paralysis is more fortunate than 
the child stricken with rheumatism. The latter confers 
little if any immunity * * * and recurrences are the 
rule rather than the exception. Each reactivation adds 
still further injury to an already damaged heart. Many 
children who contract infantile paralysis recover com- 
pletely. * * * Very few children who contract rheu- 
matism escape without some damage to the heart.” 


Dublin’ likens the problem to that of tuber- 
culosis: 


“In this respect, the problem of heart disease re- 
minds one of the situation which prevailed in tubercu- 
losis about thirty years ago. At that time, health of- 
ficers were just beginning to recognize that the prob- 
lem of tuberculosis patients was largely one for them 
to solve. There was considerable hesitation in enter- 
ing the field and uncertainty in developing the neces- 
sary techniques and procedures. * * * What a change 
thirty years haye brought about, thanks to the in- 
creasingly better understanding of the basic factors of 
the situation by both practicing physicians and the 
growing profession of health officers.” 


We cannot afford to await definite knowl- 
edge of etiology, chemotherapy, or immuno- 
therapy in tackling any important disease. We 
remember that Jenner vaccinated with cowpox 
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before there was much knowledge of bacteri- 
ology, and that Trudeau’s therapeutic experi- 
ments were started before the discovery of the 
tubercle bacillus, and that we are today still 
trying to solve certain mysteries surrounding 
infantile paralysis. 

In this country, rheumatic fever is not a re- 
portable disease, and the magnitude of the prob- 
lem as related to long periods of illness, chronic 
crippling, emotional and social upheavals and 
economic distress, can in no way be calculated 
by mortality statistics alone. However, we 
must start with those as the earliest most re- 
liable figures. Rheumatic fever today is one of 
the foremost health problems of childhood. Be- 
tween the ages of five and nine, deaths from it 
are outnumbered only by those of the four prin- 
cipal communicable diseases of childhood. Be- 
tween the ages of ten and fourteen, it is the 
leading cause of death. Between fifteen and 
twenty-five, it is second only to tuberculosis.* 

The ratio of deaths from rheumatic fever and 
heart disease to those from the six reportable 
infections in New York City, is 4.5:1.1 In Phila- 
delphia it is 3.6:1 (Hedley). It is generally 
conceded that the outward manifestations of 
rheumatic fever are more severe and the life 
span somewhat shorter in the middle and north- 
ern mountain states than in the Southern states. 
However, in the last twenty years deaths from 
heart disease between five and twenty-five years 
have steadily decreased in the more Northern 
states while dropping more slowly in the South- 
ern and South Atlantic states. This definitely 
does not mean a decreased incidence in the dis- 
ease, and it is therefore hoped that the improved 
type of care has increased the life span. 

This is at once a challenge and a matter of 
encouragement for us in the more Southern 
states. We have not a lesser, but a greater re- 
sponsibility because of it. Rheumatic fever we 
most certainly have, but its varied manifestations 
seem altered by climate and possibly other fac- 
tors such as race, urbanization, diet, and eco- 
nomic status, so that our cases rather uncom- 
monly show severe arthritis, rashes and sub- 
cutaneous nodules. On the other hand, they de- 
velop cardiac damage readily. Every physician 
knows how often he sees an adult with rheumatic 
heart disease in his private practice from whom 
he is unable to elicit any history of rheumatic 
fever as a child, so mild have been the symptoms. 

Hedley* gives the mean mortality rate from 
heart disease between the ages of five to twenty- 
four years in the State of Virginia between 
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1922-36 as 11.2 per 100,000. The mean mor- 
tality rate for colored alone was 20.7 per 100,000. 
A survey done through the Virginia State Crip- 
pled Children’s Bureau on 979 school age chil- 
dren, although not considered scientifically ac- 
curate in any sense, would tend to confirm this 
greater tendency toward cardiac involvement in 
the Negro. Of the 466 white children, 2.3 per 
cent presented findings indicative of organic 
heart disease, whereas, 8.5 per cent of the 513 
colored children presented such evidence. Of a 
total of 22,968 patients of all ages admitted to 
the Medical College of Virginia Hospital Di- 
vision in 1940-41, 0.83 per cent were definitely 
diagnosed as having rheumatic fever or rheumatic 
heart disease. 

Confirmatory evidence of the presence of 
rheumatic heart disease following rheumatic 
fever with mild or unnoticed symptoms, is pre- 
sented by Bitzer and Cook, of Florida,® Mc- 
Lean, of Alabama, Roberts, of Texas, and 
others. In addition, interesting work is appear- 
ing concerning the occurrence of rheumatic fever 
and heart disease in Mexico, Puerto Rico, South- 
ern India, Ceylon and other tropical countries. 

Since the period of active rheumatic fever 
may be deceiving in its apparent mildness, it 
behooves the medical profession of the South to 
be even more careful and accurate in its ob- 
servations and diagnostic technic, and since na- 
ture has helped us with a somewhat more fa- 
vorable climate, there is certainly even more 
reason for our meeting her half way in preventing 
the ravages of this disease. 

How do we approach this problem? We do 
not know the specific etiologic agent. However, 
we do know many helpful facts. We know that 
there is a strong familial tendency toward the 
disease: 8-10 per cent of the exposed persons 
in rheumatic families acquire the disease as 
against 3 per cent in control families. There 
is also possibly an hereditary factor. 

We know that the first attack occurs most 
commonly between four and fifteen years and is 
rarely seen before two years or after twenty 
years. We know that the peak of attacks is in 
late winter and early spring and that damp cold 
climates seem most unfavorable. 

We know that there is a close association 
with the streptococcus and that sore throats and 
respiratory infections are especially apt to in- 
cite trouble. We might question, as Paul® does, 
whether this is due to the fact that the rheu- 
matic patient is particularly susceptible to strep- 
tococcus infections or whether the streptococcus 
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activates some other condition latent in the host 
or whether rheumatic fever represents some pe- 
culiar immunologic response to streptococcus 
infections. 

And probably most important of all from the 
public health and preventive standpoint, we 
know that social and economic factors are of 
overwhelming importance, shown forcibly by 
work done in our own country, in England and 
even among the natives of Ceylon. 

As Morris and Titmus’ say: 


“The upshot seems to be that all these factors—damp 
and crowding, malnutrition and fatigue, lack of sun- 
shine and holidays, inferior medical care, inadequate 
clothing and leaky boots—are responsible—the whole 
life of the underprivileged child. * * * In social medi- 
cine such multiple non-specific causation is not un- 
expected.” 

Rheumatic fever is a chronic and recurrent 
disease requiring long and expensive medical and 
institutional care, which would be a severe drain 
on a fairly well-to-do family and quite beyond 
the reach of the marginal and submarginal group 
among whom the disease has its highest inci- 
dence. The very economics of the situation and 
the numerous emotional and social problems 
which almost inevitably arise, make it impossi- 
ble for the ordinary relationships of physician 
or clinic to the patient to be effective. The 
medical examination and orders are merely the 
hub in the wheel of management of the rheu- 
matic child, which must include not only medi- 
cal and nursing attention, but education and 
occupational therapy, social and emotional ad- 
justment and often outright financial aid. Thus, 
it becomes obvious that any control program 
should center around the “rheumatic family” 
and should also place much emphasis upon case- 
finding, both of which factors are of equally 
great importance in the management of tuber- 
culosis and syphilis. 

The program of prevention must cover many 
phases. We must strive to prevent the disease, 
to prevent heart damage once the disease has 
occurred, to prevent recurrences of the infection 
following the initial attack, to prevent mental 
and emotional maladjustment in the patient and 
members of his family, to prevent the labeling 
of “cardiac cripple” on a child who has satis- 
factorily recovered or been erroneously diag- 
nosed. To prevent these things, we must make 
strong affirmative gestures. We must wage a 
campaign for educating the general public. We 
must support research to determine etiology, 
chemotherapy and immunotherapy. We must 
participate in programs for case-finding. We 














Vol. 36 No. 2 


must furnish good diagnostic centers for 
patients and consultative facilities for the gen- 
eral practitioner. We must provide hospital and 
convalescent care for the patients. Hospitals 
are best for the child in the acute stage, but not 
for the period of convalescence. During this pro- 
longed stage, a hospital is more conducive to 
cross infections and also does not provide edu- 
cational and occupational therapy facilities and 
vocational guidance, nor is it an adequate substi- 
tute for home life. Although there are argu- 
ments pro and con, it is the conviction of the 
majority of workers in this field that the best 
place in which to care for convalescent rheu- 
matics is in a convalescent home especially or- 
ganized for the purpose, with children divided 
into small units and carefully guarded against 
upper respiratory infection. We should prop- 
erly call it a “rest home,” as Stroud suggests, 
since it is possible that for a period of several 
years anyway, this disease is not cured, but 
merely arrested (a situation which again reminds 
us of tuberculosis). 

Stroud, Martin? and Swift,’ through their 
enormous series of cases, indicate certain definite 
advantages of convalescent home care. Taran® 
reports the results of convalescent home care of 
110 rheumatics as compared with 110 rheumatic 
controls followed in King’s County Hospital 
Clinic over a period of thirty-six months. The 
group treated in the convalescent home gained 
three times as much weight, had only one-fourth 
the incidence of upper respiratory infection and 
after discharge had only one-half the number of 
recurrences as the controls. Those returning to 
unfavorable homes had four times higher inci- 
dence of recurrences than those returning to 
good living conditions. Even in very intelligent 
homes and in those with higher income, it is 
difficult to keep a child,on the proper rest rou- 
tine after he has begun to feel better and to 
prevent emotional problems among the family 
group. In the poorer homes, the problem is 
many times magnified. Here the unfavorable 
environment which fostered the disease is stil] 
present, and exposure to upper respiratory in- 
fection and other infections in runabout children 
is very common. Also the presence or develop- 
ment of mental and emotional strain and con- 
flict in various members of the family is fre- 
quently found. Chronic illness in the home usu- 
ally tends to aggravate this. On the other hand, 
in well directed group care, children respond 
unusually well and cheerfully to routine and 
instruction. They can keep up with their school 
work, be taught occupational therapy, grour 
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play and cooperation and be given proper in- 
sight into themselves and their condition. Also, 
careful medical and nursing supervision can be 
given with a minimum of effort and expense. 
We must remember, however, that when we 
separate a child from the family group for a 
considerable period of time, it becomes our re- 
sponsibility largely through nursing and social 
service agencies to educate the family as to 
proper future care of the child, to improve the 
home and keep it receptive to his re-entrance, 
and to foster close family ties. 

When convalescent home care is not avail- 
able or for some reason is not advisable, we 
must provide all these services as best we can 
in the home or foster home. 

When the period of active infection is arrested, 
our task has just begun. Easily accessible facili- 
ties must be present for careful periodic check- 
ups of the patient and his family and for the 
prompt correction of medical, surgical or social 
pathology as it arises. Physicians, public health 
nurses, social agencies and schools must be 
geared to an understanding of the disease and 
the patient and the role which each must play 
in his management. 

It is obvious that no simple doctor-patient 
relationship is adequate in such a scheme as this. 
Leaders in medicine and public health must face 
this situation frankly and take the necessary 
steps for integrating the care of these patients 
in a general plan, utilizing all available agen- 
cies and filling in the gaps where needed, so that 
a maximum of good may be derived in the pre- 
vention and control of the disease not only from 
the point of view of the individual patient, but 
of the community as a whole. This, after all, 
is the type of work with which the branch of 
medicine known as public health concerns itself. 

In order to make such an approach possible, 
the Children’s Bureau of the United States De- 
partment of Labor,!® in 1939, set aside certain 
Federal funds made available by an amendment 
to the Social Security Act, for the purpose of de- 
veloping state programs for children with heart 
disease and conditions leading to heart disease. 
These funds are available to states for extending 
and improving services, not for replacing services 
already being rendered by private or public 
agencies. Fourteen states are already participat- 
ing and others are making preparations to do so. 
The American Heart Association, the United 
States Public Health Service, and the United 
States Bureau of Census are also cooperating 
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in their respective fields to help conquer this 
disease which, as Hedley says: 


“Both from the viewpoints of age, distribution, and 
its total mortality and morbidity, deserves to be ranked’ 
among the great unsolved medical problems of the era.” 
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DISCUSSION (Abstract) 


Dr. Chas. L. Outland, Richmond, Va—Many of us 
have been inclined to think that cardiac conditions and 
rheumatic fever were not much of a problem in the 
South. We know otherwise now. We also know that 
rheumatic heart disease destroys many more children 
than does poliomyelitis. It is a problem and must be 
met in a more forceful way than it has been in the 
past. Dr. Galvin, in her work in Virginia, and other 
investigators about the country, have contributed largely 
to this field of endeavor. In these critical days, when 
much is said about physical fitness and the upbuilding 
of our present children for the future, it is a great source 
of security to us working in the school health field, to 
know from reliable sources just how much and what 
kind of exercise certain children should have. It might 
be a good thing if this disease were made reportable. 
It should be most valuable to the health officer to know 
‘who and how many suffer from this malady. 

Dr. Galvin stresses case finding, after care, and the 
preventive program which must cover many phases. 

Educational procedures should vary, depending on the 
condition of the child physically. In acute infection the 
child should be confined to bed, in a hospital, if pos- 
sible. Educational procedures should be at a stand-still. 
In the subacute or chronic state which lasts longer, it 
has been found by experience that a good convalescent 
home is the best place for the child, and at this time 
bedside teaching may be allowed in some cases. 

In the quiescent stage teaching may be broadened, 
remembering always the danger of recurrence, especially 
with streptococcal infections. When the child has 
reached the stage of convalescence and is allowed to re- 
turn to school, he should be watched and the proper 
amount of physical exercise and exertion be prescribed 
by the attending physician. Exercise in amounts which 
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do not overtax the heart seems to improve the physical 
fitness of the cardiac patient. We in school work must 
count on those seeing the cardiac children to inform us 
of the proper amount and of certain things to avoid, 
as climbing stairs, or other unusual over-exertion. 


Dr. Paul D. Camp, Richmond, Va—There are many 
comparable features between the clinical course and 
the treatment of rheumatic fever and tuberculosis. There 
seemed to be a certain undercurrent of opinion among 
some of the practitioners present that since the cause 
of rheumatic fever was unknown and there was no 
dramatic cure, little could be done about it. Yet, if be- 
cause of similar reasons, the early tuberculosis program 
had been dropped and not carried on, where would our 
present tuberculosis program with its fine educational 
programs, early diagnosis campaigns, and rest treatment 
in fine sanatoria be? Diagnostic centers, rest homes, 
follow-up clinics, such as Dr, Galvin discussed in detail, 
are urgently needed. In the not distant future each 
state in the South will have a definite rheumatic fever 
program. However, this will not occur until a thorough 
educational program, including both doctors and laymen, 
has been carried through. It is interesting to note that 
some of the large life insurance companies are already 
carrying forward such educational programs in the lay 
and medical periodicals. I trust that the lay interest 
created by these programs will stir the medical profes- 
sion into an acute consciousness of the rheumatic fever 
problem. 

I should like to say a word about the advisability 
of the use of the sulfonamide drugs in rheumatic fever. 
I believe, and I think it is the general consensus of 
opinion, that none of the sulfonamide drugs should be 
used on patients with active rheumatic fever. Since 
rheumatic fever manifestations, initial and recurrent, 
often follow beta hemolytic streptococcus infection of 
the upper respiratory tract and since sulfanilamide was 
early shown to have beneficial effects on cases suffering 
from beta hemolytic streptococcus infection, it was 
reasoned that giving sulfanilamide over a long period 
of time would prevent infection, and thus prevent re- 
current attacks of rheumatic fever. Thomas and France, 
and Coburn and Moore, independently, began working 
on this problem back in 1936. Their work, particularly 
the recent follow-up work of Thomas et alii, shows that 
sulfanilamide given in daily divided doses of 15 to 30 
grains from November through June may be of definite 
value in diminishing the beta hemolytic streptococcus 
infection and also the recurrent rheumatic manifesta- 
tions. This work is certainly encouraging and should 
be carried on as properly controlled research problems. 
Dosevel and Batton had one death in their series of 
cases treated in a similar manner at the Roosevelt Hos- 
pital cardiac clinic. It is my opinion that unless we 
can carefully control and follow-up our cases, we had 
better not use sulfanilamide. I do not believe that the 
time has come for the private practitioners to use 
sulfanilamide even in the prophylactic manner just de- 
scribed, and certainly they should not use it in cases 
of acute rheumatic fever. 

I sincerely hope, and believe, that further work 
along this line will bring forward something of real 
value in the preventive treatment of this very serious 
malady which we have with us here in the South. 


Dr. H. O. Bell, Belleville, N. J—I most heartily com- 
mend the work being done in Virginia on rheumatic 
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fever. I only wish we were doing nearly so well in 
New Jersey. It does seem to me that undue publicity 
is given to the great need of money for poliomyelitis 
and relatively little for the much larger number of 
children afflicted with rheumatic fever. 





ETIOLOGIC FACTORS PRODUCING 
ASPHYXIA NEONATORUM IN 
INFANTS DELIVERED BY 
CESAREAN SECTION* 


By ALLAN Bioxsom, M.D. 
Houston, Texas 


The appallingly high incidence of asphyxia 
neonatorum in the infant delivered by cesarean 
section is a worthy challenge to all physicians 
to lower it. Its height at the present time is 
approximately 40 per cent.1? Asphyxia today 
is the most important single cause of disease and 
death in the newborn infant. The term asphyxia 
or asphyxia neonatorum is used exclusively in 
this paper to denote difficulty in beginning 
respiration. 

The terms asphyxia livida, and asphyxia pal- 
lida, express only degree of difference, carry no 
knowledge of etiology, and have been discarded 
by many. In their place there has been offered 
the newer classification of central and peripheral 
asphyxia denoting to some extent the point of 
operation of the etiologic factor. This classifi- 
cation offers a definite indication not only as to 
the location of the cause of the asphyxia, but 
also gives clear cut indications for its prevention 
and treatment. 

Peripheral asphyxia indicates an interference 
with oxygens entering the fetal circulation. This 
can be caused in utero by premature separation 
of the placenta, interference with the circulation 
of the umbilical cord by its being about the 
infant’s neck or being prolapsed, or it may occur 
after birth from such conditions as strangulation 
by the cord, obstruction to the air passages by 
blood or other foreign material, or from atalec- 
tasis preventing the oxygen from reaching the 
blood in the lungs. In the majority of instances 
one does not find any one factor operating alone, 
and the train of events that one factor sets up may 
produce further causes of asphyxia that compli- 
cate the pattern. As an illustration, a recent 





*Read in Section on Pediatrics, Southern Medical Association, 
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infant was delivered slightly narcotized. He 
had to be resuscitated and his lungs never fully 
expanded. On the fourth day tetany developed 
with a convulsion, cyanosis and some cerebral 
edema. This asphyxia and cyanosis of central 
origin had as its origin the narcosis of the infant 
with atalectasis. 

Asphyxia of central origin denotes an asphyxia 
resulting from some interference with the func- 
tion of the respiratory center. This can be due 
to gross injury to the brain such as occurs in 
hemorrhage, edema, or lacerations. It may be 
due also to the circulatory changes associated 
with the phenomena of shock, or it may be due to 
the effect of toxins, anesthetics and analgesics 
which reach the infant through the maternal 
circulation. There has recently! been added 
another cause of asphyxia of central origin: 
that is a lack of conditioning the respiratory 
center through the effects of the uterine contrac- 
tions. The purpose of this resume is to outline 
the specific effects of prematurity, analgesics, 
anesthetics and lack of preparation of the in- 
fant for respiration in cesarean section. 


The tremendous importance of asphyxia in 
producing unfavorable sequelae in the newborn 
infant if death itself does not occur has been 
shown by Schreiber® who has collected over 900 
cases of children with degenerative brain disease 
in whom he uniformly found a history of asphyxia 
at birth. Clifford* says, from postmortem exam- 
inations of the brains of asphyxiated infants, and 
I' have further substantiated his findings, that 
the results of asphyxia are congestion, edema, 
hemorrhage and tissue degeneration. These 
findings occur not only in the brain but in other 
tissues of the body. The fundamental effect of 
asphyxia is the production of an increased hydro- 
gen ion concentration that causes the successive 
stages of stimulation to the brain, discharge of 
energy, paralysis in the nerve cells, and in addi- 
tion produces loss of tone and dilatation of blood 
vessels, allowing the escape of plasma and red 
blood cells. 

In order to study the effects of certain different 
factors upon asphyxia of central origin I have 
recently reviewed 100 consecutive cesarean sec- 
tions! done at the St. Joseph’s Hospital in Hous- 
ton. I can demonstrate to you the effects of 
prematurity, anesthetic, analgesic and finally 
the lack of mechanically conditioning the infant 
to use his respiratory center. In this series, 
forty-two infants had varying degrees of asphyxia 
and death occurred in six. Among the six in 
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whom death occurred, postmortem examination 
showed edema of the brain in three, and hemor- 
rhages in two. 

In this series of 100 consecutive cesarean 
sections, ten were premature, that is, each weighed 
less than five pounds. Among this group of 10 
per cent of the entire series, 15 per cent of the 
infants requiring resuscitation occurred. Of the 
six infants who died, three were premature. The 
premature infant is particularly apt to be asphyxi- 
ated. 

The anesthetics used were cyclopropane (69 
per cent), nitrous oxide (13 per cent), ether (12 
per cent), ethylene (9 per cent) and spinal (1 
per cent). In the asphyxiated group 69 per 
cent had cyclopropane, 19 per cent nitrous oxide, 
16 per cent ether, and 5 per cent ethylene, which 
shows a great increase in incidence of asphyxia 
when nitrous oxide or ether was used as an 
anesthetic in cesarean section. Cole? substan- 
tiates these findings in a series of sixty cesarean 
sections, elective at full term, in which ether 
was employed. The incidence of asphyxia in 
Cole’s series was 41.7 per cent and death oc- 
curred in 3.4 per cent. 

The effect of the analgesic in infants delivered 
normally has been published by Cole.? My sta- 
tistics on the infants delivered by cesarean sec- 
tion after an analgesic agree in the main with 
those of Cole. Pentobarbital sodium with some 
form of morphia was used in 19 per cent of the 
entire series, and in 36 per cent of the asphyxiated 
infants. Pentobarbital sodium alone was used in 
17 per cent of the 100 sections and in 22 per 
cent of the resuscitated group. In the entire 
series, 51 per cent received no analgesic prior to 
delivery and this percentage dropped to 31 in the 
resuscitated class. These statistics more than 
condemn the use of an analgesic before cesarean 
section. 

The effect of the lack of mechanically con- 
ditioning the infant by uterine contractions 
promptly to start his respirations is a relatively 
new concept of an additional factor influencing 
respiration in infants delivered by cesarean sec- 
tion. I pointed out’ that if the infant was al- 
lowed a test of labor that there was a 25 per 
cent decrease in incidence of asphyxia. Cole? 


states that the incidence of asphyxia in the new- 
born infant delivered normally without any anal- 
gesic or anesthetic is 6.2 per cent in 631 instances, 
and the incidence of asphyxia in infants deiivered 
by elective cesarean section at full term without 
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an analgesic and under spinal anesthetic is 8.4 
per cent, an increase of approximately 33 1/3 per 
cent. The failure mechanically to condition the 
infant by uterine contractions or the passage 
through the birth canal is the only reason for 
this increase in asphyxia. 


COMMENT 


This method of delivery with an analgesic and 
inhalant anesthetic produces a high incidence 
of asphyxiated infants with a subsequent likeli- 
hood in later life of showing the effects of 
asphyxia at birth, which has no compensation 
for the mother, the child, the physician, or the 
community. 

The necessary steps to correct this deplorable 
state are obvious in the light of the causes. 

(1) The infant should be at full term if pos- 
sible before cesarean secfion is done. Keep 
them growing until term. One realizes that this 
is not always possible, but this goal should be 
attempted. 

(2) No analgesic should be given to the 
mother before cesarean section. An analgesic 
given to the mother is an analgesic given to the 
infant. 

(3) Local or spinal anesthetic to the mother 
adds a tremendous margin of safety to the infant. 
An inhalation anesthetic given to the mother is 
an inhalation anesthetic given to the infant. 

(4) If time permits and there are no contra- 
indications allow the mother to have some labor 
pains. This not only will give the infant his 
chance of being carried to term, but will permit 
him the advantage of mechanical stimulation. 


CONCLUSION 


The intelligent elimination of the injurious 
factors producing asphyxia in the newborn infant 
delivered by cesarean section will be of untold 
value to his parents, his physician, himself, and 
will provide that infant with his maximum oppor- 
tunity of taking his full place in the community 
and contributing. his part to the future useful 
manpower of the state. 
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DISCUSSION (Abstract) 


Dr. W. W. Waddell, Jr., Charlottesville, Va—Among 
the controllable factors having to do with asphyxia in 
infants following cesarean section the question of 
choice of anesthetic and manner of administration is 
of very great importance. Statistics having to do with 
anesthetics and sedatives, as a cause of asphyxia in 
infants delivered by section cannot be easily inter- 
preted, unless they take into account the various factors 
associated with asphyxia. How an anesthetic is ad- 
ministered may be quite comparable with the anesthetic 
in question insofar as asphyxia in the infant is con- 
cerned, not to mention such factors as atelectasis and 
prematurity, 

Regardless of the type of anesthesia used, in our 
experience asphyxia in infants delivered by cesarean 
section has not occurred with a frequency comparable 
with that described in Dr. Bloxsom’s series. 

Concerning the relationship of anesthetics and seda- 
tives to asphyxia in the infant, morphine and nitrous 
oxide assume a role of first importance. At the Uni- 
versity of Virginia Hospital these two drugs are not 
a matter of concern. Morphine is never used re- 
gardless of whether the delivery is by the vaginal 
route or by section. Nitrous oxide-oxygen anesthesia 
at present is never used except under very special 
conditions and then never less than 15 per cent oxygen. 
At the present time asphyxia in infants delivered by 
cesarean section is not a serious matter with us. All 
sections are done under spinal anesthesia. During the 
past three years eighty-six babies have been born by 
cesarean section performed under spinal anesthesia. 
Sixty-eight mothers had elective sections and received 
vitamin K and three grains of pentobarbital sodium 
the night before operation, and three grains of pento- 
barbital sodium and 1/200 grain of hyoscine the morn- 
ing of operation. All sixty-eight babies were born in 
good condition and initiation of respiration was not a 
problem. Eighteen cases constituted a neglected group. 
Five of this group were delivered by extra-peritoneal 
section and four of the babies required no resuscita- 
tion. One was in poor shape, but responded well after 
the use of a “Kreiselman Heidbrink” respirator. We 
have found a respirator of this type extremely useful, 
regardless of type of delivery. In this group of 
eighteen there were five cases of placenta previa de- 
livered by section without any preliminary sedation 
with four good babies at birth. One was delivered in 
poor condition. This infant was premature and the 
picture was further complicated by central placenta 
previa and severe anemia in the mother. The infant 
died after forty-eight hours and was the only death 
in the series of eighty-six infants. Included in the 
eighteen so-called neglected cases was one case of pre- 
mature separation of the placenta with the infant in 
good condition, two cases of pre-eclampsia, both mothers 
receiving pentobarbital sodium and hyoscine and the 
babies born in good condition and one mother who had 
a previous section went into premature labor. She was 
given no sedatives, but the child did require resuscitation. 

It is our feeling that spinal anesthesia is ideal from 
the standpoint of the infant delivered by cesarean sec- 
tion. Pentobarbital sodium and hyoscine used in con- 
junction with spinal anesthesia has not precipitated 
neonatal asphyxia. Our experience with pentobarbital 
and hyoscine suggests that these drugs can be used 
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with safety in conjunction with spinal anesthesia. We 
cannot go all the way with Dr. Bloxsom concerning 
the use of sedatives and we doubt the advisability of 
denying any sedation to anxious mothers about to 
undergo a cesarean section. 

There is certainly no good reason why infants to 
be delivered by cesarean section should not be al- 
lowed to approach full term unless there are very real 
contraindications. The last few weeks of intra-uterine 
life are most essential to the infant’s welfare and 
premature delivery regardless of the type of delivery 
certainly invites respiratory difficulty. 

We have had only occasional experience with the 
“test of labor” in babies delivered by section and I 
cannot discuss this point. 

I would like to ask Dr. Bloxsom to clarify a little 
just what he means by difficulty in establishing respira- 
tion. Even with spinal anesthesia we see a fair num- 
ber of infants who have to be turned upside down 
and mucus aspirated. Under this procedure sup- 
plemented by the “Kreiselman Heidbrink” respirator 
respiration begins promptly and is adequately main- 
tained. I question whether this slight difficulty in 
establishing respiration in section babies should properly 
be classed as asphyxia. 

We can heartily agree with Dr. Bloxsom in regard 
to inhalant anesthesia. In the days when we depended 
largely on nitrous oxide anesthesia we certainly experi- 
enced greater difficulty in establishing and maintain- 
ing respiration then at the present time when all babies 
are delivered under spinal anesthesia. 


Dr. Arthur H. London, Jr., Durham, N. C—It would 
be well for Dr. Bloxsom’s paper to be given before a 
joint session of pediatricians and obstetricians since 
we are discussing the result of an obstetrical procedure 
and to that extent criticizing obstetricians. 

Some form of analgesic and anesthetic must, of course 
be used, but if used judiciously and with due thought 
of its effect on the baby as well as the mother, as 
Dr. Bloxsom has pointed out, much can be done to 
decrease the appalling death rate from asphyxia. 

I feel that Dr. Bloxsom’s idea of conditioning the 
respiratory center by allowing labor contractions, is an 
important contribution and should be followed up. 
Another suggestion is that the head always be de- 
livered first in a cesarean section so as to prevent 
asphyxiation by amniotic fluid and blood during the 
delivery of an after-coming head. 

While discussing obstetrical procedures, I would like 
to criticize our own specialty. The average pediatrician 
is sadly lacking in knowledge of the newborn. Too 
little emphasis is placed on newborn conditions in our 
instructions to students and interns. Many of our 
training centers for pediatrics offer little opportunity 
to study the newborn. Too often pediatric rounds in 
general hospitals are completed and the newborn dis- 
missed with the question, “Is everything all right in 
the nursery?” 


Dr. W. Ambrose McGee, Richmond, Va.—Because of 
my interest in fetal hiccoughs, I have read the work 
of Snyder and others upon intra-uterine respirations. 
The obstetricians are becoming more and more cogni- 
zant of the fact that various anesthetics have different 
effects on fetal respirations, Perhaps they will soon 
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be able to reduce the dangers of asphyxia before birth 
by using an anesthetic which is known to be less in- 
jurious to the unborn. 


Dr. Bloxsom (closing)—It is encouraging to note 
that the mothers delivered by cesarean section on Dr. 
Waddell’s service had a spinal anesthetic and received 
no morphia previous to operation. It is hoped that a 
supplementary report can be given in the future upon 
babies delivered by cesarean section in our part of 
the country whose mothers have received no morphia 
or analgesic before section and who have had a spinal 
anesthetic. Dr. London’s suggestion that the infant 
be delivered head first in cesarean section is one well 
made. 





THE INTRAVENOUS USE OF DIGITALIS 
GLYCOSIDES* 


By Joun S. LaDue, M.D., Ph.Dt 
New Orleans, Louisiana 


INTRODUCTION 


Many American investigators have condemned 
the intravenous use of cardiac glycosides as un- 
necessary) and dangerous. Robinson, White, 
Eggleston and Hatcher,! Bastedo,? and Levy and 
Mackie* emphasize the fact that uncontrollable 
toxic reactions may follow parenteral adminis- 
tration of digitalis. Clarke* and recently Gold and 
his associates® maintain that demonstrable car- 
diac effects appear almost as rapidly when the 
drug is taken by mouth. Grunbaum,° however, 
prefers the intravenous route to the oral one for 
digitalization and says that unfavorable side 
effects can be avoided. 

The intravenous use of cardiac glycosides is 
much more prevalent in Europe. Grassmann,‘ 
Hirsch,® Fraenkel,® Scherf,’° and others have 
strongly recommended the intravenous use of 
strophanthin in the treatment of patients with 
acute heart failure of high degree (cardiac 
asthma), for patients with slowly progressive 
congestive failure who are in acute distress, and 
for individuals who are unable to take digitalis 
orally. They advise 1/4, 1/3, or 1/2 mg. of 
strophanthin or k-strophanthin which may be re- 
peated in 12 to 24 hours if necessary. Further 
parenteral administration is contraindicated for 
6 to 10 days. Injection of strophanthin must 





*Read in Section on Medicine, Southern Medical Association, 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942, 

*From the University of Minnesota Medical School and the 
Medical Service of Minneapolis General Hospital. 

fInstructor of Medicine, Louisiana State University School 
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not be considered if the patient has taken any 
cardiac glycoside within the preceding 10 days. 
Uncontrollable nausea and vomiting, heart block, 
cardiac standstill and ventricular tachycardia or 
ventricular fibrillation may result from careless 
use of the drug. 


RAPIDITY OF ACTION OF INTRAVENOUS GLYCOSIDES 


Cohn and Steele’! gave intravenous digitalis 
to dogs with failing hearts (open chest prepara- 
tion) and within 10 minutes found a diminu- 
tion in the diastolic size of the hearts and a 
significant increase in the stroke output. Moe 
and Visscher!? conclusively demonstrated that 
the addition of cardiac glycosides to the blood 
in a heart-lung preparation resulted in a prompt 
increase in the mechanical efficiency of the fail- 
ing heart. 

Wyckoff and Goldring’* gave 0.95 mg. of 
ouabain by vein to 173 patients with auricular 
fibrillation and noted pulse slowing within 5 
minutes in 121 instances and within 25 minutes 
in the remainder. Schwab'* compared the rapid- 
ity of action of oral and intravenous digoxin 
and found that pulse slowing in patients with 
auricular fibrillation began within 15 minutes 
when the drug was injected and within 2 hours 
when it was taken orally. Pardee’® observed 
definite slowing of the totally irregular pulse 5 
minutes after the injection of one minim per 
pound of body weight of digalin, digifolin and 
digitan. Grassmann and Herzog'® observed an 
increase in the cardiac output of patients with 
congestive failure within 15 minutes after the 
intravenous injection of k-strophanthin. 


None of these investigators reports alarming 
toxic reactions to the intravenous administra- 
tion of a cardiac glycoside and the incidence 
of other toxic effects seems to be no higher 
than that reported when digitalis is given orally. 
These investigators state that the intravenous 
administration of digitalis is followed by prompt 
cardiac effects which are, in a great majority 
of instances, favorable. 


THE INTRAVENOUS USE OF LANATOSIDE C 


Lanatoside C* is a crystalline cardiac glycoside 
prepared, first by Stoll,’* from the leaves of 
digitalis lanata. The amount of the drug needed 
for “digitalization,” that is the quantity required 
to stabilize the heart rates of patients with heart 
failure and auricular fibrillation at 85 or lower, 
is 6.25 mg. (25 tabletst) given within a period 





*“Cedilanid,’’ Sandoz Chemical Works, Inc. 

+“Cedilanid” is now put up in tablets containing 0.5 mg. One 
Hatcher-Brody cat unit is contained in approximately 0.25 mg. of 
the drug. 
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of 24 hours; the intravenous dose needed to pro- 
duce the same effect is 1.6 mg. or 8 c. c.181® This 
marked difference between the intravenous and 
oral dosage requirement can be accounted for in 
part by the fact that as much as half the oral 
dosage may be destroyed by the acid and alka- 
line secretions of the gastro-intestinal tract.” 
The average maintenance requirement is 0.5 to 
1.25 mg. (2 to 5 tablets) daily, 1.25 mg. usually 
being necessary during the period of congestive 
failure. If this dosage is continued after com- 
pensation has been established, toxic symptoms 
are occasionally noted. 


METHOD OF INVESTIGATION 


Eighty-three patients (62 with auricular fibril- 
lation and 21 with regular sinus rhythm) with 
heart failure consequent to valvular disease, 
hypertension or arteriosclerosis were given lana- 
toside C by vein; 85 patients (40 with auricular 
fibrillation and 45 with regular sinus rhythm) 
took the drug orally. All patients were given 
“digitalizing” and maintenance dosages as out- 
lined in the preceding paragraph. Individual rec- 
ords were kept for each patient. On admission, the 
heart rate was counted at the apex and at the 
wrist for 1 full minute and again every 2 hours 
thereafter until it fell to 85 or below. Venous 
pressures and vital capacities were measured at 
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the same time and at least once daily through- 
out the period of decompensation. Daily record- 
ings were also made of the fluid intake and 
urinary output, the degree of dyspnea, orthopnea 
and cyanosis, the variations in peripheral and 
lung edema and liver engorgement, and of the 
subjective state of the patient. The only addi- 
tional medications were for rest, cough and/or 
pain and usually consisted of phenobarbital or 
morphine. No salyrgan was given nor was para- 
centesis done unless the accumulation of fluid 
in the serous cavities endangered the patient’s 
life. The fluid intake was restricted to 800 c.c. 
daily. Urinalyses, blood and serologic studies 
were done routinely, teleoroentgenograms were 
taken on admission and discharge and electro- 
cardiograms were made at frequent intervals. 
Thus a detailed observation of the day by day 
progress of each patient was secured. 


RESULTS 


Table 1 shows the rapidity with which the 
apical pulse rate of 62 patients with auricular 
fibrillation fell to 85 or lower when lanatoside C 
was given intravenously. Seventy-eight per cent 
of the 52 patients with heart rates above 120 
responded in less than two hours by a slowing 
of the rate to 85 or lower. Two required 13 to 
24 hours, two 25 to 48 hours, and two 48 to 72 


RESPONSE OF PATIENTS WITH AURICULAR FIBRILLATION TO INTRAVENOUS LANATOSIDE C 
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Time Required 
For Pulse Drop 150 150-140 140-130 130-120 120-100 100-90 less than 90 
0-30 Min. 1 1 2 2 2 1 
30-60 Min. 2 2 3 (1) 1 
1- 2 Hrs. 4 (1) 6 (1) 4 (2) 5 (1) (1) 1 
2-3 Hrs. 1 (1) 
3- 5 Hrs. 1 1 1 
5-12 Hrs. (1) 1 (1) 
12-24 Hrs. 1 1 (1) 
24-48 Hrs. 1 1 1 
48-72 Hrs. 
3- 7 Days 1 1 (1) 1 
Totals 8 (2) 11 (2) 12 (4) 11 (1) 4 (3) 2 1 
Tab le 1 


Shows the time required for the apical pulse rates to fall to 85 or lower after intravenous injection of lanatoside C. The first horizontal 


column gives the pulse rates at the time of administration of the 


dr ug. 
lengths of time following administration of the drug and the drop in pulse rate. 


Numbers in parentheses represent patients who died at varying 
Patients with apical rates less than 100 have neo 


significance in determining the average time for the pulse rate to fall to 85 or below. 








hours. These figures indicate a longer average 
time for drug action than may really be ex- 
pected, since in 20 of the patients classified as 
responding within “one to two hours,” pulse 
rates were checked only at two-hour intervals 
and some had undoubtedly fallen more rapidly. 
A detailed study of 15 consecutive patients whose 
apical rates were counted every five minutes after 
the injection of 8 c. c. of lanatoside C gives a 
more accurate index of the rapidity of the drug’s 
effectiveness. All patients had apical rates in 
excess of 120 after 24 to 48 hours of rest in bed, 
but pulse slowing (to 85 or less) occurred in 
from two to 90 minutes, with a mean time of 
30 minutes. 

It is interesting to compare these effects with 
those recorded in Table 2, which summarizes the 
results of oral administration of the drug. Al- 
though all patients who were given 25 tablets 
of lanatoside C during the first 24 hours re- 
sponded with a slowing of the heart rate within 
24 to 48 hours after the initial dose, the same 
result was obtained in one-twelfth the time (2 
hours) when 8 c. c. of the drug were given by 
vein. There was also a notable difference in 
the subjective state of the two groups. Patients 
who received lanatoside C intravenously soon 
stated that they “felt better” and quickly fell 
into restful sleep, while those who took the drug 
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orally remained acutely uncomfortable for 24 to 
48 hours or longer. 

The data obtained by daily measurements of 
venous pressures, vital capacities, and so on, were 
subjected to statistical analysis so that the signif- 
icance of differences between the average values 
of the two groups of patients might be deter- 
mined (Table 3). In the series of patients with 
auricular fibrillation given lanatoside C intra- 
venously, the heart rate fell to 85 or lower three 
to four times as quickly as in comparable groups 
of patients given the drug orally. That this dif- 
ference was statistically significant was proven 
by the “t’” test for small numbers and random 
sampling which showed that there was less than 
one chance in a million that these results could 
be due to accidental selection of patients. How- 
ever, average differences in the times for the 
venous pressure and circulation time to fall, for 
the vital capacity to increase, for the onset of 
diuresis and for the duration of bed rest and of 
hospitalization did not prove to be statistically 
significant. 

Similar data for 32 patients with heart failure 
associated with regular sinus rhythm who were 
given 8 c. c. of lanatoside C by vein and for 
96 patients who took 25 tablets within 24 hours 
or less are summarized in Table 4. The slight 
differences in favor of the group receiving the 
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For Pulse Drop 140 140-120 


120-100 100-90 less than 90 





0-30 Min. 
30-60 Min. 
1- 2 Hrs. 
2- 3 Hrs. 
3- 5 Hrs. 
5-12 Hrs. 
12-24 Hrs. 
24-48 Hrs. 1 3 (3) 
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48-72 Hrs. ?<h 
3- 7 Days 1 


11 (1) 





Totals 4 8 (3) 


8 (2) 3 11 (1) 








Tab le 2 


Shows the time required for the apical pulse rates to fall to 85 or lower after oral administration of lanatoside C. The first horizontal 
column gives the pulse rates at the time the drug was taken. Num bers in parentheses represent patients who died at varying lengths 
of time after the drop in pulse rate had occurred. Patients whose pulse rates were less than 100 before taking the drug are plotted in 
the table but have no significance in determining the average time for the pulse to fall to 85 or lower. 
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Av. Days Av. Days Av. Days 
Ven. Press. Av. Days 30 Per Cent Pulse to Av. Days Av. Days 
Therapy to Fall to for Onset Rise in Vital Fall to in Bed in Hospital 
8 Cm. Diuresis Capacity 85 
Patients with Venous Pressures Greater than 20 cm. of Water 
Intravenous 
lanatoside C 5.3 (19) 3.2 (15) 5.3 (13) 0.3 (21) 15.7 (12) 24.7 (11) 
Oral 
lanatoside C 3.8 (16) 2.7 (5) 6.7 (6) 1.4 (4) 13.0 (5) 24.0 (1) 
Patients with Venous Pressures Between 15 and 20 cm. of Water 
Intravenous 
lanatoside C 2.4 (18) 2.0 (13) 3.6 (15) 0.4 (15) 13.7 (12) 26.6 (12) 
Oral 
lanatoside C 4.0 (4) 3.0 (15) 13.3 (16) 1.0 (6) 22.0 (7) 27.0 (6) 
Patients with Venous Pressures Less than 15 cm. of Water 

Intravenous 
lanatoside C 3.0 (2) 2.4 (6) 8.0 (4) 0.7 (12) 15.3 (6) 22.3 (6) 
Oral 
lanatoside C 2.8 (6) 2.3 (19) 11.3 (9) 1.4 (15) 15.7 (18) 24.6 (15) 








Table 3 


Gives the average number of days needed to obtain a satisfactory response to the intravenous and oral administration of lanatoside C in 
patients with varying degrees of congestive heart failure associated with auricular fibrillation. Numbers in parentheses represent the num- 


ber of patients from which each average was obtained. 








Av. Days Av. Days 
Ven. Press. Av. Days 30 Per Cent Av. Days 
Therapy to Fall to for Onset * Rise in Vital in Bed 
Cm. Diuresis Capacity 


Av. Days 
in Hospital 





Patients with Venous Pressures Greater than 20 cm. of Water 





Intravenous 














lanatoside C 4.0 (16) 3.4 (16) 4.5 (10) 11.3 (13) 20.8 (13) 
Oral 

lanatoside C 4.6 (24) 7.2 (21) 5.6 (18) 11.6 (21) 19.3 (20) 

Patients with Venous Pressures Between 15 and 20 cm. of Water 

Intravenous 

lanatoside C 2.0 (4) 3.0 (3) 9.0 (3) 13.0 (3) 14.0 (2) 
Oral 

lanatoside C 4.2 (12) 5.0 (6) 7.0 (9) 11.2 (11) 22.5 (8) 

Patients with Venous Pressures Less than 15 cm. of Water 

Intravenous 

lanatoside C 2.0 (1) 6.0 (1) 2.0 (1) 25.0 (1) 35.0 (1) 
Oral 

lanatoside C 2.1 (9) 5.0 (5) 4.0 (3) 10.1 (10) 17.2 (10) 








Table 4 


Gives the average number of days needed to obtain a satisfactory response to the intravenous and oral administration of lanatoside C in 
patients with of congestive heart failure associated with regular sinus rhythm. Numbers in parentheses represent the 


number of patients from which each average was obtained. 
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drug by the intravenous route are not statistically 
significant. It is worth emphasizing that the 
average number of days required for a decided 
improvement as evidenced by fall in venous pres- 
sure, onset of diuresis, and rise in vital capacity, 
is approximately the same as in the series of pa- 
tients with auricular fibrillation who were given 
the same treatment. This indicates that lana- 
toside C is almost as efficient in removing the 
symptoms and signs of heart failure in patients 
having normal sinus rhythm as it is in the treat- 
ment of congestive failure associated with auricu- 
lar fibrillation. 

Results obtained in this study indicate that 
when lanatoside C is given by vein, patients 
“feel better” almost at once and that if the 
heart is fibrillating the rate is quickly controlled. 
Other criteria of improvement fail to show sig- 
nificant differences in favor of the intravenous 
as compared with the oral route of administra- 
tion. 

The following case histories illustrate the 
prompt response of the failing heart to the intra- 
venous administration of lanatoside C: 


A. F., a 64-year-old laborer with hypertension, auricu- 
lar fibrillation and severe congestive failure of three 
weeks’ duration, was given 1.6 mg. (8 c. c.) of lanato- 
side C, followed by an oral maintenance dose of 1.25 
mg. daily for 10 days. Within two hours after the in- 
jection, the heart rate fell from 160 to 90, the venous 
pressure dropped from 21 centimeters of water to 10 
centimeters and the vital capacity rose from 900 c.c. 
to 1,500 c. c. Bubbling rales which had been heard 
throughout both lung fields on admission were less ex- 
tensive two hours after injection of the drug and had 
disappeared 48 hours later. Cyanosis had disappeared 
12 hours after treatment was begun and the output of 
urine during the second 24 hours was 2,000 c. c. with a 
fluid intake of 750 c. c. During the first 10 hospital 
days the urinary output exceeded the fluid intake by 
8,000 c. c. and all visible edema vanished. On the fourth 
day the vital capacity was 3,000 c. c.; on the tenth day 
the patient was allowed up and about. 

C. H., a 69-year-old salesman with hypertensive and 
arteriosclerotic heart disease and heart failure associated 
with regular sinus rhythm, was given 8 c. c. (1.6 mg.) 
of lanatoside C by vein, followed by an oral mainte- 
nance dose of 1.25 mg. daily for four days, Within two 
hours after the injection the venous pressure fell from 21 
cm. to 12.6 cm., the vital capacity increased from 2,200 
c. c. to 3,610 c. c. and the cyanide circulation time fell 
from 28 to 25 seconds. There was an early diminution 
of the number and extent of the crepitant rales and these 
entirely disappeared in 36 hours. Cyanosis, dyspnea and 
orthopnea were relieved within 6 hours and were absent 
24 hours after treatment was begun. The urinary out- 
put during the first week was 5,000 c. c. greater than 
the fluid intake and the patient lost 10 pounds in six 
days. He was allowed out of bed on the eighth day 
after treatment was begun. 


Intravenous injection of 8 c. c. of lanatoside C 
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has been successfully used in the treatment of a 
variety of the arrhythmias.'® Five patients with 
supraventricular tachycardia established normal 
sinus rhythm within five to 160 minutes after 
the drug was injected. In seven patients suf- 
fering paroxysmal auricular fibrillation, the ar- 
rhythmia disappeared after 10 minutes to 24 
hours. Of seven patients with auricular flutter, 
five developed sinus rhythm in from five minutes 
to several days; one developed auricular fibril- 
lation which persisted and in one the flutter was 
unaffected. 

It has often been said that when hyperthy- 
roidism is associated with auricular fibrillation, 
digitalis purpurea will not slow the heart rate. 
Lanatoside C was given intravenously to five 
patients with hyperthyroidism and auricular fi- 
brillation and all responded with a prompt fall in 
the apical pulse rate. Two were severely decom- 
pensated, but their venous pressures dropped to 
normal in less than four days after lanatoside C 
was given.!® 


CARDIAC OUTPUT STUDIES FOLLOWING INTRAVENOUS 
ADMINISTRATION OF LANATOSIDE C 


Late in the course of this investigation it was 
noted that the pulse rates of patients receiving 
intravenous lanatoside C were markedly in- 
creased in volume within 30 minutes after in- 
jection of the drug. Therefore, on the next three 
patients with heart failure associated with nor- 
mal sinus rhythm, the pulse rate, blood pressure, 
cyanide circulation time, venous pressure and 
vital capacity were measured shortly before ad- 
ministration of the drug and checked at five to 
ten-minute intervals after the injection of 8 c.c. 
of lanatoside C. All patients responded with an 
increase in pulse pressure of from 30 to 40 per 
cent, a decrease in circulation time of similar 
magnitude, a significant fall in venous pressure 
and a slight rise in vital capacity. The only cir- 
culatory change which might account for all these 
findings was an increase in cardiac output. 

Roentgenokymographic studies of cardiac out- 
put by the method of Keys and Friedell’ were 
made on ten patients with severe congestive fail- 
ure accompanied by regular sinus rhythm. Teleo- 
roentgenokymograms were taken immediately 
before and within 30 to 120 minutes after the in- 
travenous injection of lanatoside C. The follow- 
ing case bistory is a typical example. 

R. A., a 46-year-old salesman, was admitted with a 
history of increasing dyspnea, orthopnea and ankle 


edema of one week’s duration. He was dyspneic and 
moderately cyanotic, his heart was enlarged to the 





-) 


ie a 


we 


1° 
la 


“Oman i! 











LaDUE: DIGITALIS GLYOOSIDES 129 

















Vol. 36 No. 2 

Time BIL.P. P.P. H.R. cy Vc. V.P. D.H.V. S.0. M.O. Work 
2:15 p.m, 132/60 72 104 35.9 1700 19 1019 38.8 4.0 5.22 
2:30 p.m. injection of 8 c. c. of lanatoside C 

3:00 p.m. 154/56 104 104 24.5 1870 9.4 885 50 5.2 7.43 
19 days 

later 170/60 110 76 24.5 2350 3.6 738.7 58 4.4 6.88 








B!.P—Blood pressure in mm. Hg. 
P.P.—Pulse pressure in mm. Hg. 
H.R.—Heart rate per minute 
C.T.—Circulation time in seconds 
V.C.—Vital capacity in c. c. 


Tab 


V.P.—Venous pressure in cm. of water 
D.H.V.—Diastolic heart volume in c. c. 
S.0.—Stroke output in c. c. 
M.O.—Minute output in liters 
Work—In Kg. meters 1 min. 


le 5 


Circulatory measurements obtained from R.A. before and after the intravenous injection of 8 c. c. lanatoside C 


left, the rate regular at 110, and a loud to-and-fro mur- 
mur was heard over the entire precordium. The blood 
pressure was 130/60. 


Table 5 summarizes the important data obtained 
before and at five- to ten-minute intervals after the 
injection of lanatoside C. One-half hour after admin- 
istration of the drug, the pulse pressure had risen from 
72 to 104 mm. of mercury, the circulation time had 
decreased from 35 to 24 seconds and the venous pres- 
sure had fallen from 19 cm. of water to 9.4 cm. There 
was no remarkable change in the vital capacity. Cal- 
culations of the systolic and diastolic heart size made 
from teleoroentgenokymograms revealed the physiologic 
response of the patient’s heart to the intravenous ad- 
ministration of lanatoside C. There occurred an in- 
crease in stroke output of 11.2 c. c. and a simultaneous 
diminution of 13 per cent in both the area and volume 
of the heart. A third kymo- 
gram taken 19 days after the 
intravenous administration of 
the drug, when all evidences of 
heart failure had disappeared, 
showed a further decrease in 
the diastolic volume and area 
of the heart and a 50 per cent 
increase in stroke output. The 
work of the heart at the start - 
of the experiment was 52.2C 
kilogram-meters; one hour after 
the injection of lanatoside C it 
had risen to 74.26 and after 19 
days it was 68.80 kilogram- 
meters. 


Figs. 1, 2 and 3 are a 


j = as 2 
reproduction of the Ao~=\61.5 cm 


As = 158.0 cm* 
three teleoroentgenokymo- Vo = 1018-7 
grams and the derived dias- Vs< 986.7 ce 


tolic and systolic cardiac 
silhouettes. These photo- 
graphs clearly reveal a de- 
crease in the diastolic heart 
size and an increase in the Ad—diastolic heart area. 
recorded motion of the bor- A%—*¥stolic heart area. 


Vd—diastolic heart volume. 
ders of the heart follow- ys—systolic heart volume. 


ing the administration of lanatoside C. The 
Keys and Friedell?! formula allows us to state 
these changes in terms of systolic and diastolic 
heart volume and stroke output. 


Table 6 presents average values of the clinical 
and kymographic measurements before and after 
the intravenous administration of lanatoside C 
to ten patients. The pulse pressure usually rose, 
the circulation time and venous pressure de- 
creased and the stroke output and minute out- 
put rose slightly. The work of the heart (mean 
blood pressure times minute output) increased 


while the diastolic volume decreased slightly. 


Starling and Visscher?” have shown that the oxy- 





Stroke output 38-8ce — 


Fig. 1, Case R.A. 


Teleoroentgenokymogram and derived systolic and diastolic tracings before the intravenous 


injection of lanatoside C. 
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gen consumption of a heart is directly propor- 
tional to its diastolic fiber length. If the work 
of the heart remains constant or increases and 
the diastolic fiber length of the cardiac muscle 
decreases, it follows that the mechanical effi- 
ciency of the heart has been improved, for less 
oxygen is consumed while doing the same or an 
increased amount of work. Our data indicate 
that lanatoside C acts in this manner to increase 
the mechanical efficiency of the failing human 
heart. 
COMMENT 


A comparison of the results of oral and in- 
travenous administration of a cardiac glycoside 





Ao» 146.6 cm* 
As= 141-9 em* 


Vs = 665-5 ce. 
Voz 844.4 cc 


Stroke output 50-0ce 


Fig. 2, Case R.A. 
Thirty minutes later. 


Ap = 129.4 cm* 
As = 123.6 cm? 


Vo= 885 3cc 
Vs = 738.7cc 


Strdke output -58.Oce 


Fig. 3, Case R. A, 
Nineteen days later. 
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(lanatoside C) to 202 patients with heart disease 
has been made. One hundred and seventeen 
patients were given the drug intravenously; 85 
patients took it orally. In no instance was the 
intravenous use of the drug detrimental to the 
patient, and in only four cases were nausea and 
vomiting noted as a transient toxic reaction. 


The heart rate of patients with auricular fibril- 
lation is controlled much more rapidly by the 
intravenous than by the oral administration 
of lanatoside C. There is no statistically signif- 
icant difference in the rapidity of improve- 
ment of the other objective signs of heart failure 
in patients who receive the drug intravenously, 
but these patients ‘‘feel 
better” within two or three 
hours after the injection of 
the drug, rest more easily 
and appear stronger than do 
patients who take the drug 
orally. 

Measurements of the 
diastolic heart size and car- 
diac output by the roent- 
genokymograph give strong 
support for the intravenous 
use of digitalis glycosides 
Our studies show that the 
intravenous administration 
of lanatoside C to patients 
with heart failure accom- 
panied by normal sinus 
rhythm usually results in 2 
decrease in the diastolic 
heart volume and an in- 
crease in the stroke output, 
that is, an improvement in 
the mechanical efficiency 
of the failing heart. More- 
over, this improvement oc- 
curred within two hours. 
Hence it seems reasonable 
to propose that patients 
with severe congestive 
heart failure be rapidly 
digitalized by the intra- 
venous route. 


Such preparations as 
strophanthin,!® ouabain,1* 
digoxin,!* digitoxin,® theve- 
tin, and scillaren A and 
B** have been adequately 
standardized and are at 
present available. In the 
opinion of the writer, lana- 
toside C may be given in- 
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; Pulse Circulation Venous Diastolic Stroke Minute Work in No. of 
Time Pressure Time Pressure Heart Volume Output Volume Kg. Meters Cases 
mane. One Min. 

Before 

lanatoside C 45.2 34.0 20.3 1021 44.4 4.2 6.76 10 

¥-2 hours after 

lanatoside C “73.3 *26.6 *15.0 986 54.6 5.0 *9.47 10 

At discharge *76.2 *30.0 * 6.2 *755.5 55.8 4.3 *9.40 7 

3-13 months 

later 73.0 21 6.5 691 58.2 4.8 8.23 2 

Table 6 


Averages of the circulatory measurements made on ten patients before the intravenous injection of —— C, two hours after the 
injection and, in 7 cases, at the time of discharge. Two patients were re-studied 3 and 13 months, respecttvely, after the intravenous 


injection of lanatoside C. 


*Starred numbers represent average values which have been shown by sstatistical analysis (the “‘t” test) to be significantly different 
from average values obtained from measurements taken at the start of the experiment. Values for the two patients re-studied 3 and 


13 months later were not analyzed. 


travenously with but slight possibility of unto- 
ward results. Four patients who alleged that they 
had never taken digitalis were given 8 c. c. of 
lanatoside C intravenously. On the following 
day it was learned that all had been fully digi- 
talized on entry, yet the only sign of toxicity 
was transient nausea in one patient. This sug- 
gests that lanatoside C has a wide margin of 
safety, but, of course, the drug should be ad- 
ministered with great caution to any patient 
who has been taking digitalis. 


Physicians planning to give cardiac glycosides 


intravenously should familiarize themselves with . 


the peculiarities of any chosen preparation, 
since the dosage, cat unit potency and toxicity 
vary widely and are poorly correlated.?* 


CONCLUSIONS 


(1) Lowering of the apical heart rates of pa- 
tients with heart failure -and auricular fibrilla- 
tion occurs much more rapidly when lanatoside 
C is given intravenously than when it is ad- 
ministered orally. 

(2) In two series of patients, one receiving 
lanatoside C intravenously and the other taking 
it orally, there was no statistically significant 
difference in the average rate of improvement 
as measured by fall in venous pressure and cir- 
culation time, rise in vital capacity and onset of 
diuresis. 

(3) Within two hours after the intravenous 
injection of 1.6 mg. of lanatoside C, ten patients 
with congestive heart failure associated with 
regular sinus rhythm responded with a decrease 
in the diastolic heart volume, and increase in 
the stroke output, minute output and work of 


the heart and, therefore, with an increase in the 
mechanical efficiency of their hearts. 


(4) The intravenous administration of lana- 
toside C to patients with uncomplicated, severe 
congestive heart failure is recommended as a 
safe and effective way to achieve rapid digi- 
talization. 
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DISCUSSION (Abstract) 


Dr. George Herrmann, Galveston, Tex—This excel- 
lent presentation and the previous one on the same 
subject by Dr. LaDue in collaboration with George 
Fahr of the University of Minnesota have proven most 
of the points that Dr. LaDue has mentioned, The 
preparation that he has used, lanatoside C, has been 
established as a powerful, effective, and fairly safe 
cardiac glucoside and the advantages over purpurea 
preparations must be conceded. Comparisons, however, 
have not been made with other quite similar powerful 
preparations, such as digilanid C, or digoxin, the first 
of the derivatives of digitalis lanata isolated more than 
ten years ago by Sidney Smith and produced by Bur- 
roughs Welcome Company, or digitaleine crystalisee 
nativelli, recognized as digitoxin by Schnuedeberg and 
recently revised by Gold and associates. Our Mexican 
friends and colleagues and European continentals have 
been advocating the use of primary strophanthine and 
ouabain intravenously for the prompt powerful car- 
diotonic effect. It must be remembered above all 
that all of these are very powerful preparations and 
that the intravenous method is not absolutely without 
danger. I would readily agree to their use in emer- 
gency situations in non-digitalized patients with acute 
left ventricular failure and marked pulmonary edema. 
The routine intravenous use of powerful cardiac gluco- 
sides cannot be considered justifiable. These newer prep- 
arations are also more rapidly and more completely ab- 
sorbed from the stomach than the galenicals and we 
might consider the new preparations by mouth for 
primary digitalization in all patients with high grade 
heart failure. Complete single massive digitalizing doses 
likewise are only very occasionally life-saving, neces- 
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sary, definitely indicated, or even desirable. The great 
majority of the patients who come to a physician or 
through a clinic or go into the hospital with heart 
failure have already had digitalis in some form. It is 
often hard to determine just how much they have re- 
ceived. Every once in a while a patient who has been 
regularly receiving digitalis unbeknown to himself in 
maintenance dosage, will come into the hospital. To 
such a patient an added intravenous injection might 
prove fatal. Two such accidents have happened in our 
institution. In another case a substitute intern gave 
three digitalizing doses of 1.6 mg. 6 C. U. of lanatoside C 
intravenously within twelve hours, the second dose was 
followed shortly by ventricular ectopics and the third 
dose produced complete heart block and severe intoxica- 
tion of the patient. The intern simply did not realize 
that the seemingly small dose of 1.6 mg. or 6 C.U. 
was actually a completely digitalizing dose of the drug 
when given intravenously. Such errors are bound to 
result in fatalities even with lanatoside C when it has 
been used as much as digoxin and other digitalis prep- 
arations have been administered. 

I cannot, therefore, accept the implication that it 
would be desirable for all patients who are presenting 
congestive failure to be given intravenously as the 
preliminary treatment lanatoside C. It might again 
be pointed out that these newer preparations such as 
digitalis lanata and also digitoxin are very rapidly 
absorbed in the digestive canal in most complete 
amounts, and are effective within three or four hours 
instead of within one hour. The fully digitalizing 
dose of these new preparations are not apt to cause 
gastric irritation, as the mass is small. In patients with 
acute pulmonary edema alone is there seemingly not 
enough for oral digitalization. 

There have always been some questions as to how 
the turn over should be accomplished from the intra- 
venous administration to the oral administration of the 
drug. The eight- to twelve-day effectiveness of the 
intravenous dose as determined by Dr. LaDue may 
permit the continuation of digitalization maintenance 
by daily doses of the ordinary preparation of digitalis 
folia of 1%% grains. The daily maintenance dose of 
the intravenous preparation is usually a much greater 
percentage of the digitalizing dose than is the main- 
tenance dose of digitalis folia. In our earlier work 
with digoxin we got good effects from 14 mg. intra- 
venously, but our patients needed 0.5 mg. daily in- 
travenously for maintenance. I would appreciate Dr. 
LaDue’s explaining his method of establishment of 
maintenance doses of lanatoside C or his method of 
getting his patients on the ordinary digitalis purpurea 
preparations. This is often necessary for economic 
reasons. In some cases in which digitalization is ap- 
parently maintained on 1% grains of the powdered 
leaf a day, symptoms and signs have developed and 
persisted. In such cases it would seem to be desirable 
under such circumstances to substitute an equivalent 
small daily dose, perhaps 0.25 mg. of one of the more 
readily absorbed newer drugs that may be effective in 
spite of congestion of gastro-intestinal tract and liver. 
The drugs digitoxin or lanatoside C by mouth in 0.25 
mg. doses often will turn the tide favorably for the 
patient and inaugurate the return to a water-balanced 
substitute for the digitalis to go along with it. These 
highly potent albeit costly products seem to be ad- 
vantageous under certain circumstances as severe acute 
pulmonary congestive failure. A comparative study of 
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the relative effects of the various preparations is in 
order. It may well be shown that lanatoside C is per- 
haps.the safest, but much more so than is digitoxin. 
We must give these new drugs a high place in our 
list of therapeutically effective drugs. 


Dr. LaDue (closing) —-After a patient has been given 
1.6 mg. of lanatoside C by vein, maintenance dosage 
may be secured by oral administration of lanatoside C 
or digitalis purpurea. If lanatoside C is used, the sug- 
gested dosage is 1 to 1.5 mg. daily as long as evidence 
of congestive heart failure persists, followed by smaller 
dosages when compensation is established. For example, 
eight patients with severe congestive heart failure and 
auricular fibrillation required 1 to 2.5 mg. of lanatoside C 
to keep the heart rate at 85 or lower while congestive 
failure was present, but rapidly developed signs of toxic- 
ity when these doses were continued after compensa- 
tion was established. Then only 0.25 to 0.5 mg. of 
lanatoside C was required to control the heart rate. 
Digitalis purpurea may be given in amounts of one to 
three Hatcher-Brody cat units daily following the initial 
intravenous injection of lanatoside C. 

Partly digitalized patients with congestive heart fail- 
ure present a special problem. If these patients have 
auricular fibrillation, the management is relatively sim- 
ple since the apical heart rate can be used as a guide. 
Such patients, with heart rates of 110 or more, may 
safely be given 0.8 mg. of lanatoside C by vein and 
this dosage may be repeated in 6 hours if the apical 
pulse is still rapid. (Of course it is necessary to be 
certain that the rapid heart rate is not the result of 
multiple extrasystoles.) Daily doses of 1 to 2 mg. of 
lanatoside C may be given by mouth until the heart 
rate is controlled. When the congestive heart failure 
is associated with regular sinus rhythm, there is no 
accurate guide to digitalis dosage and the intravenous 
administration of cardiac glycosides is not without 
danger. It is safer in such instances to give relatively 
large doses of lanatoside C by mouth (1.5 to 2.5 mg.) 
each day until the patient develops one of the early 
signs of digitalis toxicity such as anorexia, nausea, 
salivation, vomiting or extrasystoles. Then the dosage 
may be reduced to 0.50 to 1.0 mg. daily. 

If it is known that the patient has taken 40 to 60 
per cent of the calculated digitalizing dose before ad- 
mission, 0.8 to 1.0 mg. of lanatoside C may be injected 
without fear. As has been pointed out in the text, 
fully digitalized patients have been given 1.6 mg. of 
lanatoside C by vein without serious ill effects. How- 
ever, I would recommend that patients who develop 
heart failure while on maintenance doses of digitalis 
should be given only 0.50 mg. of lanatoside C by vein. 
It is worth emphasizing that the appearance of extra- 
systoles during the period of digitalis administration is 
strong presumptive evidence of overdosage. 

Patients with coronary thrombosis should never re- 
ceive cardiac glycosides intravenously due to the dan- 
ger of precipitating ventricular tachycardia or ven- 
tricular fibrillation. 

We have had no experience with digoxin, but reports 
in the literature indicate that comparable dosages of 
digoxin and lanatoside C act in about the same way. 
Lanatoside C is chemically different from digoxin in 
that the former contains an acetyl and glucose group 
not present in digoxin. 
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ANGIOMATOUS BASAL CELL TUMORS* 


By Joun H. Lams, M.D. 
Oklahoma City, Oklahoma 


CHARLES F. GESCHICKTER, M.D. 
Baltimore, Maryland 


and . 
EverETT S. Lain, M.D. 
Oklahoma City, Oklahoma 


The term angiomatous basal cell is used to de- 
scribe a group of angiomatous tumors to which 
little attention has been given. It is our purpose 
in this article to stress their importance as a dis- 
tinct group of unusual skin tumors and to at- 
tempt to show the various kinds of lesions to be 
included under that title. 

The angiomatous basal cell tumors arise from 
skin appendages and surrounding cavernous an- 
giomatous spaces. Geschickter' was the first to 
recognize these vascular lesions. In searching the 
literature he was unable to find appropriate dis- 
cussions or terminology for this type of com- 
pound-vascular tumor; therefore, he suggested 
the term angiomatous basal cell tumor for six 
cases which he has recorded. 

The angiomatous basal cell lesions in Geschick- 
ter’s group were in women 35 to 65 years old. 
The location of the tumors in each case was dif- 
ferent; that is, the thigh, buttocks, axilla, cheek, 
lip and forehead. In the patient whose fore- 
head was affected the lesions were many. In the 
one with the buttocks involved there were two 
distinct nodules. The remainder of the cases 
had solitary tumors. 

The growths expanded into the subcutaneous 
tissue were usually adherent to the epidermis. In 
three cases the epidermis overlying the tumors 
was elevated and discolored a_bluish-purple. 
They ranged in size from 0.5 cm. to 11 cm. in 
diameter and were surrounded in all cases by a 
distinct capsule. The duration was from six 
weeks to four years with no accompanying pain. 

It is thought that a short summary of four of 
Geschickter’s cases with a brief description of the 
microscopic section of each will be of interest and 
aid in orientation for our cases to follow. 

Case A (Pathology No. 60858).—A white woman, 


aged 48, had a lump on the medial aspect of the right 
arm rear the elbow for sixteen years. It was freely 





*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Thirty-Sixth Annual Meeting, Richmond, 
Virginia, November 10-12, 1942. 
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movable, no pain and no recent increase in size. A mass 
1 cm. in diameter, moderately firm, was excised. 


Case B (Pathology No. 47272) —A white woman had 
multiple tumors of the forehead. The patient has had 
very extensive irradiation with x-rays and radium for 
four months with absolutely no effect. The tumors have 
been present for two years and grow very slowly. The 
tumor was excised in January, 1932. In December, 1937, 
the patient continued to develop more tumors. 

Microscopic section of these two cases was similar 
and showed a tumor composed of compressed basal 
cells surrounding numerous vascular spaces. There were 
solid areas of basal cell adenoma proliferations around 
the capsule and extending along the hair shaft as if 
filling the entire distribution of a sweat gland. 


Case C (Pathology No. 55368) —A white man, aged 
24, complained of a tender nodule in the region of the 
lower abdomen. There was a reddish-purple mass the 
size of a lima bean in the subcutaneous tissue of the 
right abdomina! wall just above Poupart’s ligament. 
The mass was freely movable and slightly tender to 
pressure. On excision it proved definitely encapsulated. 

Histologic examination showed lobules of transitional 
epithelium surrounding dilated vascular spaces closely 
associated with neighboring sweat glands. Some ex- 
tension beyond the capsule suggested the possibility of 
malignancy. 


Case D (Pathology No. 51954) —A white woman had 
a tumor of the buttock apparently entirely encapsu- 
lated. Operation in September, 1933, was excision of 
the tumor. The patient died two years later; the cause 
was not obtained. 

Microscopic examination showed a larger type of basal 
cell surrounding vascular spaces in characteristic fashion. 
It was not encapsulated. 


We have encountered two cases which we feel 
belong to this group of angiomatous basal cell 
lesions. 


Case 1—P. J. J., man, aged 48, reported for treat- 
ment of lesions May 29, 1941. The first tumor, he said. 
had appeared on the left ala four years before as a 
blackhead and had remained small in size for several 
years. This past year it has continued to grow and 
the patient stated that it bled a great deal. Recently 
similar growths had started on the face. The family 
history revealed that the maternal grandparents and 
two maternal uncles had skin cancers. 

Examination of the left ala showed an abruptly ele- 
vated, smooth, cystic, firm malignant growth 1.5 cm. 
in diameter, rather translucent in color with a bluish- 
red appearance at the base. There were three similar 
growths only 5 mm. in diameter on the left cheek. The 
clinical picture suggested epithelioma adenoides cysticum. 

Treatment consisted of 500 r. unfiltered x-rays at 70 
kv., and the addition of one 1.5 mg. radium element 
needle with 0.5 mm. platinum filter inserted interstitially 
for a total of 252 mg. hours. The smaller lesions were 
treated by 1,000 r. unfiltered x-rays only. The results of 
treatment were excellent with no recurrence to date. 


Microscopic section revealed a thinned, atrophic epi- 
dermis only several layers of cells in thickness with a 
parakeratotic scale on the surface. The papillary bodies 
were completely erased by pressure in the corium of a 
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large, cystic area which had collapsed somewhat by 
removal. This large cyst-like area was lined with en- 
dothelium and surrounded by malignant transitional 
epithelium. The cells were dark staining with rounded 
oval nuclei and a granular cytoplasm. The cells were 
not closely packed together, but four or five seemed to 
clump together and were joined to other groups of basal 
cells by thin, reticular fibers. Occasionally they showed 





Fig. 1, Case 1 


Shows the hemorrhagic basal cell tumor of the malignant 
type on the ala of the nose. 





Fig. 2 
Low power section of Case 1 demonstrates the cyst-like 
cavity lined with endothelium and surrounded by malignant 
transitional cells, 
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whorling and attempted pearl formation. These cells 
varied in size, the larger ones appearing to have a more 
vesicular nucleus, There was another darkly staining 
cell seen throughout this basal cell proliferation which 
resembled a histiocyte or reticulo-endothelial cell. A pale, 
pink staining material with a few red blood cells and 
leukocytes was seen in the cyst cavity. Serial sections 
studied at the edge of the tumor showed two large 
vessels which seemed to connect with the large endo- 
thelial cavity. Some of the sections also showed small 
groups of paler staining basal cells throughout the 
corium which resembled small tumors arising from sweat 
ducts and similar in type to those described as syring- 
omas. In two sections there were darker staining basal 
cells that clustered about a central rudimentary hair 
shaft. In one area in many sections there were numerous 
brownish granules. Pearl stain was done for a differentia- 
tion between melanin granules and hemosiderin. They 
proved to be the former. 

The diagnosis was angiomatous basal cell epithelioma. 


Case 2—W. R. D., a woman, aged 42, came to the 
clinic April 15, 1942, to consult about a small growth 
on the right lower leg, which had appeared twelve 
months previously. She gave a history of a similar 
lesion in the same location in 1918 which had been re- 
moved by escharotic treatment in Texas by a physician 
and, with the exception of a resultant large scar, the 
patient had noticed no recurrence until last year. She 
stated further that there had been similar lesions on the 
ankle and foot which had disappeared at that time with- 
out treatment. In April, 1941, the patient observed a 
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small, semi-soft, bluish tumor growing at the periphery 
of the old scar; in the past year it has increased slightly 
in size. 

Examination revealed a small tumor 8 mm. in diameter 
on the medial side of the lower right leg about 10 cm. 
below the popliteal space. Immediately adjacent to it 
was an old contracted scar 5 or 6 cm. in diameter, site 
of the previous escharotic treatment. On the left sole 
was a small scar where some type of lesion had been 
removed by electrosurgery, which had healed nicely 
with no further recurrence. 

Microscopic section showed but few changes in the 
epiderm except a moderate hyperkeratosis and a com- 
plete disappearance of the papillary pegs by pressure 
from the tumor below. The basal layers of the epi- 
dermis exhibited some intracellular edema. The subepi- 
thelial connective tissue was rather pale staining and 
there was some increase in vascularity with moderate 
edema throughout. Deeper in the corium was a rounded 
tumor mass composed of cords of basal cells. They were 
uniform in size and shape and only a few mitotic fig- 
ures were demonstrable. In one area there was an en- 
closed mass of poorly formed keratin. Throughout 
these cords of cells were elongated and oval spaces 
lined with endothelium. The basal cells immediately 
bordering these spaces were elongated and flattened out 
as from pressure. The tumor cells seemed well encapsu- 
lated and in studying a serial section of the tumor no 
connection was found with the upper epithelium. Mas- 
son’s trichrome stain showed the basal-like cells to stain 





Fig. 3 
This area demonstrates an anaplastic nest of malignant 
epithelial cells attempting to form a lobule at the edge of 
the endothelial lined cavity. 


Fig. 4, Case 2 
Low power section shows the large lobules of compact transi- 


tional cells surrounding endothelial spaces. These cells are 
relatively benign but recurred 18 years after removal. 
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Fig. 5 
Geschickter’s Case B (No. 47272). Microscopic section 
shows compressed baso-squamous cells with surrounding nu- 
merous vascular spaces. Note the whorling and the attempted 
keratinization of the squamous type cells in the center. 


the same brownish color as the normal epithelium and 
proved them to be epithelial in origin. 
The diagnosis was angiomatous basal cell tumor. 


DIFFERENTIAL DIAGNOSIS 


The clinical aspects and the location of the 
angiomatous basal cell tumors are not consistent, 
and diagnosis must rest to a great extent on his- 
tologic appearance. 

Geschickter described three of his cases as 
follows: ‘“‘The overlying epidermis was elevated 
and discolored a bluish-purple.” This descrip- 
tion is compatible with Case 2 presented by us, 
but Case 1 did not show these features. The 
tumors were highly elevated and cystic and had 
only a slight bluish discoloration to them. 

In differentiation from other angiomatous 
lesions, angiokeratoma of Mibelli type was con- 
sidered. These tumors are characterized by dark 
red and purplish spots situated on the bony pro- 
tuberances of the extremities of the knees and el- 
bows, being discrete or aggregate and sometimes 
confluent. The surface of the lesion is rough 
and warty, a feature not to be found in angio- 
matous basal cell tumors. There is usually asso- 
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Fig. 6 
Geschickter’s Case C (No, 55368). Histologic examination 
shows lobules of transitional epithelium surrounding dilated 
vascular spaces. 


ciated with angiokeratoma a history of pernio, 
indicating peripheral asphyxiation and the onset 
of the lesions is at an early age. 

Histologically, angiokeratoma is not an an- 
gioma, but an alteration in the blood vessels with 
dilated blood spaces in the epidermis, papillary 
bodies and throughout the corium associated 
with hyperkeratosis of the epidermis. 

Traub and Tolmach? reviewed forty-eight 
cases of unquestionably typical cases of angio- 
keratoma; only in two was the location atypical. 
One was on the lobe of the ear and the other 
was on the left arm, shoulder and left breast. 
Thirty-four cases reviewed in this excellent sur- 
vey of the literature were atypical and entirely 
excluded from the classification of angiokera- 
tomas and some of these were undoubtedly 
angiomatous basal cell lesions. 

Another type of cutaneous vascular tumor 
which would offer differentiation is the angioma 
about the sweat ducts, or hereditary hemorrhagic 
telangiectasis. These are inherited anomalies af- 
fecting either sex and coming on at puberty. 
Archer® described a case of congenital multiple 
pinhead disseminated angiomas that seemed to 
belong in this classification. In the histologic 
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section there were revealed cavernous angioma- 
tous spaces situated near the opening of the 
sweat ducts. 

The vascular malignant lesions of Kaposi’s dis- 
ease in the early stages may resemble the hemor- 
rhagic basal cells, but microscopic study would 
show the large malignant spindle cells inter- 
mingled with the vascular spaces with or with- 
out an endothelial lining described as multiple 
hemorrhagic sarcomas or angiosarcomas. 

The hemangio-endothelioma described by 
Sweitzer and Winer* is a tumor which may ap- 
pear on any part of the body. Its size may vary 
from that of a pea to an orange. It is dark red 
and moderately soft; infiltrates and can attach 
itself to underlying tissue or the overlying skin. 
It is not tender nor painful when manipulated. 
Microscopically the tumor is essentially a con- 
glomerate mass of capillaries and blood spaces 
and a dense collection of clear vesicular cells ar- 
ranged about the vascular stroma. The degree 
of local malignant change is variable. Some cases 
are relatively benign, slow to metastasize, while 
others show a more malignant nature. 

Epithelioma adenoides cysticum has a predi- 
lection for the face and our first case clinically 
showed some similarity to the group, but micro- 
scopic study of the former would show bulb-like 
cysts arising from the basal layers of the epi- 
thelium which would contain colloid substances 
and corneus material, not endothelial lined spaces 
and blood cells. 


DISCUSSION 


Neoplasms of many kinds of tissue have been 
reported associated with angiomatous changes, 
namely: fibro-angiomas, angiochondromas, highly 
vascular uterine myomas, and myomas arising 
from the muscular wall of the blood vessels. Such 
tumor combinations are not truly mixed tumors 
because both components are of mesenchymal 
origin. The tumor group here presented is of 
special interest in that there is a combination 
of epithelial structures of transitional type and 
vascular mesenchymal elements. 

The origin of these basal adenomas is of specu- 
lative interest. The early textbooks® and au- 
thors® on dermatology classified the basal cell 
tumors arising from the skin appendages as en- 
dotheliomas. The turban tumors were known as 
endothelioma capitas, and lymphangio-endothe- 
lioma tuberosum multiplex of Kaposi; the syring- 
ocystadenomas as hemangio-endothelioma cutis 
papulosum of Waldheim.’ These early descrip- 
tive terms were probably based on pathologic 
structures much like the angiomatous basal cell 
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tumors and would have been satisfactory if they 
had recognized that the tumor cells proper were 
epithelial and not endothelial cells. 

Histologic study of Geschickter’s series and 
our Cases suggests a close similarity to the basal 
cell group considered under various names such 
as trico-epithelioma,® syringomas® and nevus epi- 
theliomato-cylindromatosus.1° The type of cell 
and the paler cytoplasm of the angiomatous basal 
cells suggest a secretory epithelium. Therefore 
it is felt that they originate from sweat glands 
and belong to the group of syringomas. Never- 
theless it is difficult to say that the cells arise 
from a certain skin appendage. Montgomery,™ 
Weidman?? and others'* emphasize that one can- 
not classify each epithelioma precisely as arising 
from a sweat duct, or a hair follicle, or as a 
tumor of the superficial epidermis because all 
three can be derived from a common embryonal 
structure, the skin plate of Remak. 

Montgomery stresses the fact that in his ex- 
perience the greatest majority of basal-cell epi- 
theliomas of the face show multiple points of 
origin from basal cells of the epidermis. These 
may simulate imperfectly formed hair follicles. 
Some of the angiomatous basal cell growths show 
attempted keratinization and pearl formation. 
They may show either basal, transitional or 
squamous cell features. : 

In a histologic comparison of the various tu- 
mors the cellular pathology of each case is not 
identical. The basal cells in Case 2 and one of 
Geschickter’s cases show large cords of basal cells 
which are compact and coherent. The vascular 
spaces seem to lie near the periphery and close 
to a fibrous capsule. The arrangement of the 
cells and the cell type are suggestive of trico- 
epithelial nevus with endothelial ingrowths. 

A second type of tumor is composed of less 
coherent cell groups with dark staining transi- 
tional basal cells in small groups and larger 
vascular space. The baso-squamous cells show 
a tendency in some areas to pearl formation. 
The picture is that of a more malignant type 
which is especially pronounced in Case 1 pre- 
sented here. 


TREATMENT 


The treatment in both cases was excision. In 
Case 1, because of the more malignant nature of 
the cells, this was followed by radiotherapy. 
There has been no recurrence of the tumor in 
either instance yet. There was no metastasis in 
any of Geschickter’s series. In the case of the 
multiple tumors on the forehead there was no 
response to irradiation over a period of four 
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months. My personal experience with cylin- 
dromas is that the irradiation must be of a spe- 
cial kind and not just irradiation, meaning the 
well filtered gamma irradiation of radium, pref- 
erably by interstitial means and not filtered or 
unfiltered x-radiation. 

Well filtered external radiation with plaques 
or needles is more to be desired on the forehead 
since the tissues are very thin over this area. 


The interstitial needles are preferable in and 
about the scalp where the tissues are thicker. 
When the lesions are multiple each one must 
receive adequate irradiation no matter how te- 
dious the treatment. 


SUMMARY 


(1) Two cases of angiomatous basal cell tu- 
mors are added to Geschickter’s series of six 
cases. 

(2) The tumors seem to arise from skin ap- 
pendages and their relative malignancy may 
vary. 
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DISCUSSION (Abstract) 


Dr. Howard Hailey, Atlanta, Ga—lI believe that 1 
have had two patients with hemorrhagic basal cell 
tumors. One patient, a white man in his early forties, 
had a single tumor at the temple site. The lesion began 
as a smooth elevation of the skin, which later developed 
into a fungating tumor. The pathologic report was 
endothelioma. A permanent cure followed radium treat- 
ment. The second patient was a white woman in her 
early fifties who had several lesions about the clavicular 
regions. The lesions were elevated and slightly dis- 
colored. The color had a purplish tint. Other than 
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this color there was no visible change in the epidermis 
Biopsy was refused. If the lesions in this patient had 
been hemangiomas, permanent cure would not have fol- 
lowed the x-ray treatment given. 





POSTPARTUM STERILIZATIONS* 


INDICATIONS AND RESULTS 


By Frank R. Lock, M.D. 
Ricuarp C. Forman, M.D. 


and 


NELSON M. WEssTER, M.D. 
Winston-Salem, North Carolina 


The medical profession is becoming more lib- 
eral in its attitude toward elective sterilization 
of the female. This is reflected by the growing 
volume of reports on this subject. In many 
clinics, elective sterilization is carried out on 
only the strictest medical indications. In others, 
a very generous attitude is taken, particularly 
toward the patient who lives in a rural area, 
under conditions which largely prevent success- 
ful use of contraceptive measures. In many 
of the rural North Carolina homes, large fami- 
lies are crowded together in one room. None 
of the modern conveniences of urban life are 
present, and the usual contraceptive methods 
are an impossibility. We feel, until some sim- 
ple, entirely safe technic of contraception is de- 
veloped, that it will not be practical on a large 
scale. Beebe’s' recent study of 1,300 families 
in West Virginia bears this out. A recent re- 
view by Berry? of couples instructed in the so- 
called “sponge-foam” powder type of contracep- 
tion showed that of 80 patients instructed in 
this method, 40 per cent became pregnant within 
a three-year period; that of this group, 48 used 
the method for six months or longer, 10 of 
whom became pregnant while using the method. 
This closely parallels our experience with a 
comparable group of patients. About 95 per 
cent of the patients in higher social and in- 
tellectual groups can successfully prevent con- 
ception by the use of the various more or less 
accepted contraceptive devices. 

In a brief review of the cases of tubal steriliza- 
tions by the Madlengner procedure, vonGraff* 
collected 4,279 sterilizations reported by 15 au- 





*Read in Section on Obstetrics, Southern Medical Association, 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942. 

*From the Department of Obstetrics and Gynecology, Bowman 
Gray School of Medicine, Wake Forest College. 
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thors. Adair and Brown,* Hewitt and Whitley,® 
McClellan and Burch,® Russell,’ Thornton and 
Williams,® and others,® 1°14 have reported 2,028 
cases of postpartum and interval sterilizations 
carried out by various procedures during a few 
years preceding 1941. This group, with the ad- 
dition of our series, comprises 2,309 patients 
with one death in 1,155 sterilizations, or a gross 
mortality of 0.076 per cent. Two deaths are 
reported in the entire group, and the authors in 
question state that the patients were poorly 
selected and that the procedure should not have 
been done. Dippel’* reports 479 sterilizations 
with seven deaths. We do not think his series 
is a fair indication of the operative risks when 
compared with the collected series. These pro- 
cedures were done for widely varied indications, 
ranging from social and economic status to 
sterilization of any patient over 35 years of age 
who wished it. The time when the procedure 
was carried out varied from the first 24 hours 
postpartum to interval operations carried out 
at from three months to several years after 
pregnancy. A great deal of discussion of the 
period in the puerperium when the operation 
should be performed is in the literature. The 
majority selected the first 24 hours after de- 
livery. This period has been selected as the 
optimum time for elective postpartum steriliza- 
tion on a basis of the report by Skajaa,'* on 126 
postpartum sterilizations done between the sec- 
ond and twenty-ninth postpartum day. He called 
attention to the incidence of thrombosis and 
embolism in his series. Thornton and Wil- 
liams® believe that morbidity is the result of 
improper selection of cases rather than the time 
the operation is done, and that the procedure 
should be avoided in those whose labors have 
been such that potential infection may be 
present. We agree that the proper selection of 
cases is much more important than the day 
when the procedure is carried out insofar as the 
incidence of puerperal morbidity is concerned; 
and further, we feel that the incidence of 
thrombosis in Skajaa’s'® series is the result of 
the higher incidence of this condition follow- 
ing all operative procedures carried out in Scan- 
dinavian countries. 


LEGAL CONSIDERATIONS 


In the State of North Carolina, there is a 
statute which authorizes compulsory sterilization 
of mentally defective persons, and those with 
mental diseases which are considered hereditary. 
There is no law governing the elective steriliza- 
tion of adults of sound mind. The authors 
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querie:: one of the large insurance companies,'* 
which issues physicians’, surgeons’, and dentists’ 
liability insurance policies, about this problem. 
The reply says: 

“On a question of coverage under our policy, I can 
see no distinction between sterilization operations and 
an appendectomy on the adult of sound mind. Other 
cases should be authorized by the Eugenics Board.” 

We obtain written permission from the pa- 
tient’s husband as well as from the patient, and 
fully explain the procedure and what the result 
will be. Each couple is advised that the pro- 
cedure is not considered 100 per cent effective 
and that failures have been reported. They are 
clearly informed that their decision is irrevo- 
cable once the procedure is carried out, and that 
reconstruction of the tubes is impossible. For 
the sterilization of imbeciles and others not of 
sound mind, the State Eugenics Board is the 
governing body. 

This series consists of 276 sterilizations car- 
ried out in the North Carolina Baptist Hospital 
between 1930 and 1942. During this twelve- 
year period, 217 sterilization procedures were 
done on private patients of this institution con- 
sisting of 169 elective interval sterilizations; 29 
sterilizations at the time of cesarean section; 
and 19 with hysterotomy and therapeutic abor- 
tion. Since January, 1940, our personal series 
of 59 postpartum sterilizations has been done 
on the charity service. It is our purpose to 
compare these series and point out the obvious 
advantages of postpartum sterilization over the 
other procedures. The patients in the entire 
series range in age from 18 to 46 years. The 
number of pregnancies range from nulligravida 
to gravida 19. The average parity of the post- 
partum group was 4.7; that of the elective in- 
terval sterilization group was 2.9. Sterilization 
of the 18-year-old girl and nullipara were or- 
dered by the State Eugenics Board. 


INDICATIONS 


The indications listed for sterilization in this 
series of patients are summarized in Table 1. 
Much overlapping exists, for more than one in- 
dication was present in many patients. The 
variety of indications given show that each pa- 
tient must be individualized and that no rigid 
rules have been followed. Birch® says: 

“The medical profession as a whole does not agree 
on what conditions warrant definite steps being taken 
to prevent the occurrence of further pregnancies to 
individuals. In general, it may be said that indica- 
tions for the prevention of pregnancy are more flexible 
than they are for its termination by therapeutic abor- 
tion once the process has begun.”’ 
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We have not attempted in this paper to criti- 
cize the indications which were listed in the 
management of the private patients. For our 
patients admitted on the charity service of the 
North Carolina Baptist Hospital, we have tried 
to set up certain standards by which to individ- 
ualize them. Any patient with an organic con- 
stitutional disease, such as chronic nephritis. 
hypertensive cardiovascular ‘disease, rheumatic 
heart disease, or pulmonary tuberculosis, is en- 
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couraged to have a postpartum sterilization car- 
ried out. Patients over 35 years of age who 
have had four or more babies may have this 
procedure performed if they request it. In gen- 
eral, these principles are followed, however: one 
girl of 23 was permitted to have the operation 
because acute bilateral thrombophlebitis fol- 
lowed each of her three deliveries; a state of 
chronic edema had existed prior to the third 
attack. The indication was not the probability 




























































































INDICATIONS 
INDICATIONS INTERVAL (169) | POSTPARTUM (S9)| HYSTEROTOMY (IS) CAESAREAN (29) 

MULTIPARITY 50 (29.6%) 43 (73.0%) 3 (15.7 *) ° 

PATIENTS’ WISH 75 (44.5%) 8 (13.5%) ) ) 

CHRONIC NEPHRITIS 3 (1.77%) 5 (65%) 7 (36.8%) 2 (6.9%) 
TOXEMIA RECURRENT ° 6 (ilo x) ° 2 (6.9%) 

HYPERTEN. C. V. D. ° 2 (34% fe) fe) 

RHEUMATIC HEART DISEASE ) i 33 2 (0.5%) fe) 

HYPERMESIS REPEATED fe) 1 (1.7 %) | (5.25%) fe) 

REPAIR 37 (21.8 x) fe) 0 re) 
THROMBOPHLEBITIS RECURRENT rf) 1 (1.7 %) ° fe) 

STERILIZATION fe) fe) fe) 10 G4.5%) 

HABITUAL ABORTION 2 (is%) ° 0 ) 
PREVIOUS CAESAREAN — CONT. PELV. ) { (7 %) ft) 9 (I *) 
SALPINGITIS | (89%) ) ) | (3.45% 
DOUBLE VAGINA t (s9%) ro) ° | (3.45%) 
PROLAPSE 3 (1.77%) fe) ft) ) 

3° TEAR 3 6.77%) ° ° Pat 
POOR HEALTH 1 (59%) ) fe) ve) 
IMBECILE 2 (1.18 %) fr) ) ° 
BLINDNESS i (.59%) fe) fe) fe) 
NONE GIVEN 29 (17.1% ) 2 (0.5% 4 (13.8%) 
PL. PRAE. ) t) ft) 2 69%) 
TBC. ° fe) 3 (15.7% 0 

Table 1 
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that the patient’s life expectancy would be re- 
duced, but that progressing disability as a re- 
sult of her condition, and the probability of 
its recurrence with further pregnancies, consid- 
erably lowered her usefulness to the community 
and in the care of her family. Many indica- 
tions are given with which we do not agree; 
in a relatively large number of the old records, 
no indication was listed. It is significant that 
10 of the 29 cesarean sections, or 34.5 per cent, 
were performed for the purpose of sterilizing 
the patient without another adequate indication. 
The balance had other indications as well. E. F. 
Daily’ analyzed a thousand consecutive cesarean 
sections. This series was divided chronologically 
into two groups of 500 each. There were 182 
sterilizations in the first group as compared with 
217 in the second. There was an increase of 
15 per cent in the cases of the latter group in 
whom sterilization was a decisive factor in the 
selection of cesarean section for delivery. In 
the group who had cardiac disease, there was an 
increase of 97 per cent in the second series of 
cases over the first, in which the operation was 
done largely because of the indication for steri- 
lization. Adair and Brown‘ believe that unless 
other indications actually exist for cesarean sec- 
tion, it is better to follow natural delivery with 
puerperal sterilization. 

Eastman’® has called attention to the marked 
increase of maternal mortality in the “grand 
multipara.” He analyzed 191 maternal deaths 
which occurred in 45,514 deliveries. There was 
a gross maternal mortality rate of 4.20 deaths 
per thousand live births. In the lower parity 
brackets, the maternal death rate ranged from 
3.55 to 3.78 per thousand. He showed that 
it soared to 11.73 with a parity of nine or more. 
In his interesting analysis, he concludes that 
contraceptive advice should be offered all these 
patients and that if contraception failed, or if 
the husband and wife earnestly desire it, steri- 
lization is justifiable. 


CONTRAINDICATIONS 


We do not believe that a young woman should 
be sterilized on purely social and economic in- 
dications, with few exceptions. The simplicity of 
the procedure and its relative safety have led 
to the sterilization of many young women who 
have had three or less children. We know that 
a great many women following the hardships of 
pregnancy and labor are vehement in their ex- 
pression that they will never have another child. 
In making this decision, we must realize the 
immediate prejudice which she bears, and the 
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kindly forgetfulness of labor which comes to 
every woman. Changes in the social and eco- 
nomic status of the couple concerned may occur, 
and wipe out indications which exist at the 
time of the delivery (Bishop'’). Many of us 
have seen the tragedy of an epidemic wiping 
out several children in a family. One of our 
colleagues has remarked that fully 20 per cent 
of the patients he has sterilized, who would 
fall in the younger group, regret their decision. 
We have had inquiries from two patients who 
are included in this series, who wish to know 
if the operation can be undone. Although 
chronic nephritis is a deéfinite indication for 
sterilization, eclampsia need not indicate chronic 
nephritis, and usually is not an indication. 


SELECTION OF CASES 


Patients are selected on a basis of the indica- 
tions outlined above, but in addition, the char- 
acter of their prenatal course, the type of labor 
and delivery, and their condition after delivery 
are seriously considered. In general, patients 
who have had an uncomplicated labor and spon- 
taneous delivery may be sterilized at the earliest 
convenient time. However, if there is some ques- 
tion that the patient may be contaminated, 
through prolonged rupture of the membranes, op- 
erative delivery, or many rectal examinations, the 
procedure is delayed until the fifth postpartum 
day. The patient’s postpartum course is observed, 
and if no elevation of temperature or pulse has oc- 
curred by the fifth postpartum day, the pro- 
cedure is then carried out. Patients who have 
large varicosities are carefully followed before 
tubal ligation, since this condition predisposes to 
thrombophlebitis in patients in general. 


METHOD 


The Pomeroy-Lull method of tubal ligation 
was chosen for this series. The patients are 
given preoperative sedation with a dose which 
varies, depending upon their size; the average 
patient is given a sixth to a fourth of a grain of 
morphine, 1/100 to 1/150 of a grain of hyoscine 
45 minutes before operation. Thirty minutes 
before operation, three grains of “seconal” is also 
given. The patient’s abdomen is prepared and 
the abdominal wall infiltrated with 1 per cent 
procaine. Three drops of epinephrine are added 
to each ounce of procaine. Care is taken to 
infiltrate the tissue deep to the anterior rectus 
sheath in order to block the segmental nerves. 
The incision, approximately 11 inches in length, 
is made just below the upper margin of the 
fundus of the uterus. When the abdomen is 
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open, the pelvic viscera are not disturbed. The 
abdominal wound is retracted laterally to ex- 
pose the fallopian tubes. Occasionally, it is nec- 
essary gently to pull the uterus in the opposite 
direction with the gloved fingers. The tube is 
picked up with Babcock clamps, and 1 to 2 c.c. 
of 1 per cent procaine is injected into the wall 
of the tube. The fimbriated extremity is then 
identified. The mid portion of the tube is lifted 
with a Babcock clamp, forming a loop which is 
crushed and tied with 0 chromic catgut. Care 
is taken not to ligate the larger vessels of the 
meso salpinx, since their ligation may interfere 
with ovarian circulation. The loop of the tube 
is then excised, and the ligature is cut after it 
is certain that hemostasis has been secured. 
The segment of tube removed is examined grossly 
for positive identification before the abdomen 
is closed. All segments are subjected to histo- 
pathologic examination and the reports filed with 
the patient’s hospital record. The same proce- 
dure is carried out on the opposite side. The 
abdomen is closed in anatomical layers, using 
continuous 0 chromic catgut sutures. A few in- 
terrupted sutures complete the skin approxima- 
tion. 

In our hands local infiltration has been the 
anesthesia of choice. The patient returns to 
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the room, moves freely about in the bed, ex- 
periences little or no postoperative reaction, and 
is permitted a full diet at once. Since there 
is little or no operative shock and no reaction 
to the anesthesia, we feel a reduction in the 
morbidity and the incidence of postoperative 
complications results. Venous stasis and the 
likelihood of thrombophlebitis is probably re- 
duced. 


MORBIDITY 


The morbidity of the series, which is sum- 
marized in Table 2, follows the standard adopted 
by the American Committee on Maternal Wel- 
fare (100.4° F. or over on any two days after 
the first 24 hours postpartum. Oral tempera- 
ture being taken at least four times daily). In 
elective interval sterilization, 50 of 169 cases 
were morbid, or a gross morbidity of 30 
per cent. Of the 29 cases sterilized at cesarean 
section, 11 had a morbid course, an incidence 
of 38 per cent; six of the 19, who were sterilized 
at the time of hysterotomy, ran a febrile or an 
incidence of 32 per cent. Five of the 59 patients 
on whom postpartum sterilization was carried 
out were considered morbid, an incidence of 8.5 
per cent. Four of these had a temperature of 
100.4° on only two days during their convales- 






































MORBIDITY 
POSTPARTUM MORBIDITY 
om oF NO. CASES| NO. MORBID | % MORBID NO. CASES| NG? MORBID | * MORBID 
I 4 I 25% 
INTERVAL 169 50 30% 
2 6 | 16.7% 
3 9 I 11.1% 
4 18 t 5.6% CAESAREAN 29 i" 38% 
5 12 ° o% 
6 t fo) o% 
7 2 { 50 % HYSTEROTOMY 19 6 32% 
8 2 ° Ox 
OVER 8 5 fe) ox 
TOTAL 59 5 8.5% TOTAL 217 67 32.4% 
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cence and are included in the complications of 
the series. The fifth had a mild case of phlebi- 
tis, and her temperature exceeded 100.4° for 
four days. In none of the group was a serious 
complication encountered. It should be pointed 
out that the interval elective sterilization opera- 
tion usually accompanied other operative pro- 
cedures, and this explains the high morbidity 
in this group. The older hospital records are 
incomplete in many details, and for this reason 
many complications in the interval group were 
indicated by the high morbidity, but were not 
recorded. The high morbidity accompanying 
sterilization at the time of cesarean section and 
hysterotomy is to be expected. No deaths oc- 
curred in the 276 patients. 

The postoperative hospital stay of the pa 
tients varied from four to 29 days, or an average 
of 7.1 days, in the postpartum group, and from 
four to 31 days, or an average of 13 days, 
in the group with interval tubal ligations. No 
postpartum patient remained in the hospital 
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longer as a result of the procedure. The pa- 
tient who remained 29 days had rheumatic heart 
disease and cardiac decompensation in labor, 
and her prolonged stay was in the treatment of 
this condition. It is interesting to note that 
30 of the patients in the postpartum series were 
sterilized on the fourth and fifth postpartum 
day with a gross morbidity of 3.3 per cent. This 
period is interpreted by Adair and Brown,* 
Hewitt and Whitley,’ and others, as the critical 
time for the operation since in Skajaa’s’ series, 
the postoperative incidence of thrombosis and 
embolism reached 41 per cent in cases done on 
the fifth and sixth postpartum day. We feel 
that the low morbidity in our series is the re- 
sult of careful selection of cases and the fact 
that-we have limited ourselves to the procedure 
at hand. Appendectomy was performed in con- 
junction with the operation in only one patient, 
in whom the appendix presented in the abdom- 
inal wound as soon as the peritoneum was 
opened. 




















INTERVAL POSTPARTUM CAESAREAN SECTION 
& HYSTEROTOMY 

AVERAGE POST-OPERATIVE 13 71 11.5 

HOSPITAL STAY (4-31) (4-29) (4-19) 
TYPE OF OPERATION 

POMEROY 18 (10.6 %) 4 (6.8%) 9 (19.7%) 

MADLENGER 13. (7.7%) 2 64%) 6 (12.5%) 

POME ROY— LULL 70 414%) 52 (88.1%) 17 (35.4%) 

CORNUAL RESECTION 40 (23.6%) fe) it (22.4%) 

OTHER 28 (16.5%) t (1.7%) 5 (10.7%) 
ANESTHETIC 

LOCAL fe) 54 (91.5%) fe) 

SPINAL 31 (18.5%) 2 (34%) 23 G8 %) 

ETHER 129 (76.4%) : 9) 19 (39.6°%) 

GAS 7 (4.5%) 1 @7x) 6 (12.4%) 

SOD. PENTOTHAL | (0.6 %) 1 7% fe) 
COMPLICATIONS 

WOUND INFECTIONS l I fe) 

PYELITIS — CYSTITIS 3 { O 

PHLE BITIS fo) i re) 

SEPSIS 3 ) 2 

PNEUMONIA i fe) fe) 

ABDOMINAL DISTENTION 1 fe) t 

HEMATOMA OF WOUND I I fe) 

BLADDER INHIBITION 2 re) re) 

















Table 3 
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FOLLOW UP 


The results reported in previous series indi- 
cate that less than 1 per cent failures occur 
when either the Madlengner or Pomeroy-Lull 
technic of sterilization is used, although individ- 
ual authors report a higher incidence of failures. 
The authors selected the Pomeroy-Lull method 
because a segment of the tubes is excised. This 
series was begun before the reports of Dippel?? 
and Fox?® in analyses of failures by the Mad- 
lengner technic found that failures usually result 
from: (1) the suture slipping from the loop; 
(2) inadequately or improperly tying the suture, 
or (3) fistula formation by endosalpingiosis. The 
use of absorbable suture for ligation and ex- 
cision of the tube results in retraction of the 
severed ends. The ends drift apart and are 
connected by the mesosalpinx, sterilization re- 
sults from exudation and peritonealization of 
the severed ends. We have recovered the tubes 
from a patient fourteen months after postpartum 
sterilization. This girl developed a dermoid 
cyst of the ovary which required laparotomy. 
Bilateral salpingectomy was done to permit study 
of the tubal stumps. No adhesions were present 
between the previous operative field and ad- 
jacent viscera. A defect was present in the tube 
approximately two centimeters in length. The 
severed ends of the tube were connected by the 
mesosalpinx. 

Serial sections of the proximal stumps of the 
tube show normal mucosa lining the tube, en- 
tirely healthy in the proximal portion. At the 
site of ligation of the tube a small mass of 
scar tissue is completely covered with peri- 
toneum; adjacent to the scar tissue a solid mass 
of smooth muscle with a few bands of fibrous 
tissue is present. There is no evidence of tubal 
lumen or fistula formation. The distal portion 
of the tubal mucosa is atrophic, and the villous 


folds are lost. 

One hundred and fifty patients (54 per cent) 
have been followed through either personal con- 
tact or postal cards. Two of these replied that 
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they have become pregnant since the opera- 
tion was done. In one patient conception oc- 
curred between six months and one year, and 
in the other between one and two years after 
operation. We have been unable to get com- 
plete information from these patients, and do 
not have positive proof that a true conception 
occurred. However, the patients replied that 
they had becomé pregnant, and we therefore 
accept a 0.72 per cent failure for the 150 pa- 
tients followed from three months to 12 years. 
The results in this group are summarized in 
Table 4. None of the physicians who operated 
upon the patients in the series are aware of 
other failures. Heretofore, further follow up has 
been considered unnecessary, since it is as- 
sumed that the patient in whom a failure oc- 
curs will seek out the physician who performed 
the operation. Our experience is that this is 
not true. We realize that patients sterilized 
by any method must be followed for ten years 
to provide reliable statistics; however, we offer 
our present results for what they are worth. 


CONCLUSIONS 


The attitude of the medical profession toward 
elective sterilization in the female is becoming 
much more liberal. The request for a steriliza- 
tion operation by an individual does not relieve 
the physician of his responsibility in the de- 
cision, but the reason must be evaluated care- 
fully before the procedure is carried out. 


Postpartum sterilization offers a_ relatively 
safe and technically simple operative procedure. 
It eliminates the possibility of pregnancy at the 
time the procedure is carried out, and the con- 
ception which frequently occurs in patients with 
organic disease before an interval operation can 
be done. The morbidity associated with the 
procedure does not exceed the gross maternal 
morbidity of first rate maternity hospitals. The 
time postpartum when the operation is per- 
formed does not seem to influence the morbidity 
or postoperative complications. The careful 
selection of patients and the use of local anes- 
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thesia is more important than the time of 
operation. 

Postpartum sterilization has an enormous 
economic advantage over the interval procedure. 
and a much lower morbidity. It has the dis- 
advantage that no secondary operative proce- 
dure should be done in conjunction with it. None 
of the postpartum patients of the present se- 
ries remained in the hospital longer because 
of the procedure. 

Sterilization is not among the valid indica- 
tions for cesarean section. 

We must all realize the responsibility of the 
American people to have children during our 
national crisis. On the other hand, the loss of 
a mother through an inadvisable pregnancy is 
a greater tragedy now than at any time since 
the last war. Our surest method of preventing 
maternal death in the patient with an organic 
lesion is sterilization. 
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THE PRESENT STATUS OF GYNECO- 
LOGICAL ORGANOTHERAPY* 


By Emit Novak, M.D. 
Baltimore, Maryland 


Just twenty years ago I presented before the 
American Association for the Study of Internal 
Secretions a paper with almost the same title 
as the present one. An appraisal of organo- 
therapy in that year (1922) was an even more 
heroic undertaking than it is now. Neither one 
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of the two ovarian hormones had been isolated, 
we knew nothing about the gonadotropins, and 
the ovarian principles available for clinical use 
consisted of tablets, powders or capsules of whole 
Ovarian substances, corpus luteum or ovarian 
residue, together with one or two so-called aque- 
ous preparations of ovarian substance or corpus 
luteum for hypodermic medication. Then, as 
now, and probably as always, we had among us 
the wild-eyed over-enthusiasts on the one hand, 
and the hard-boiled skeptics and organothera- 
peutic nihilists on the other hand, while the 
body of the profession just floundered, as many 
still do. 

In the paper above alluded to, as well as 
in others published in about the same era, I 
loftily criticized the uncritical and irrational ad- 
ministration of those older crude ovarian prepara- 
tions for oral use, cast nasty aspersions on their 
potency, criticized the post hoc propter hoc con- 
clusions as to their supposed efficiency, and 
ended on a complacent note of gratification 
that the days of endocrinologic joy-riding were 
about over, and that henceforth the driver of the 
car would be the clear-eyed scientist, with his 
foot ever on the brake rather than on the accel- 
erator. Those were halcyon days for the “de- 
bunkers,” who went at their job with a vengeance, 
doing valiant service in clearing the garden of the 
luxuriant weeds which were choking it, and leav- 
ing only a few hardy plants to start a healthier 
new growth. The need for constant weeding 
of the endocrine garden is still an ever-present 
one. 

As a matter of fact the first important ad- 
vance in therapy following the isolation first 
of the follicular, and later the corpus luteum 
hormone, was of a negative nature, serving chiefly 
to emphasize glaringly the absurdities and in- 
adequacies of the early attempts at ovarian 
therapy. We had been given new and potent 
tools to work with, but we did not know just 
what to do with them. 

This is not the place to review the amazing 
succession of advances which the past twenty 
years have yielded in the field of reproductive 
physiology. Each new discovery the eager clin- 
ician has been eager to apply therapeutically, but 
all too often with disappointment and disillusion- 
ment. 

Perhaps as good a plan as any in appraising 
the present status of organotherapy in gyne- 
cology is to compare the situation twenty years 
ago with that of today. What additions and 
improvements have beeen made to our thera- 
peutic armamentarium, and what imprevement 
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has occurred in the results of treatment for 
the various functional disorders in which en- 
docrine therapy is often resorted to? 

Up to approximately twenty years ago, the 
preparations available for ovarian therapy, as 
already mentioned, were the older forms of 
ovarian and corpus luteum substances which we 
now know to be practically inert. And yet the 
literature abounded with reports of good results 
in the treatment of such subjective conditions 
as the menopausal symptoms, with not a few 
enthusiastic reports of satisfactory results in 
the treatment of more objective disorders, such 
as amenorrhea. It was these two conditions 
which were the chief targets of gland treat- 
ment, because they both seemed to be due to 
mere deficiency of ovarian function. What could 
be simpler in such cases than to correct the 
deficiency by feeding ovarian substances, just 
as the feeding of thyroid substance was known 
to correct thyroid deficiency. This simple con- 
cept, naive though it now seems, was the start- 
ing point for the endocrinology of an earlier day. 
In the retrospect it was an era of self-deception 
on the part of many otherwise sound clinicians. 
For example, one of the most distinguished 
American gynecologists of the day, a thoroughly 
sound and highly trained clinician, made the 
statement that he looked upon corpus luteum 
substance, referring to a preparation now known 
to be practically inert, as practically a specific 
in the treatment of menopausal symptoms. Such 
opinions, based as they were on the subjective 
psychology of both the patient and the doctor, 
should not now be judged too harshly, for there 
was no means then of checking their validity 
with scientific controls of an objective nature. 


The impetus given to the laboratory study 
of reproductive physiology by the discovery of 
the vaginal smear method of studying the sex 
cycle in animals led rapidly to the discovery 
of the estrogenic hormones, and this was fol- 
lowed within a few years by the isolation of 
the corpus luteum hormone. Now we have 
available for clinical use both these substances, 
we know their exact molecular structure and 
that of many of their derivatives, they can both 
be prepared in crystalline form, both can be 
produced synthetically, and we know many of 
their pharmacologic effects. Surely this can be 
looked upon as an immense advance, and a 
tribute to the work of the physiologists and 
bio-chemists who have contributed to this new 
knowledge. 


With reference to the hypophysis, practically 
nothing as to its relation with the gonads was 
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known before 1926, while amazing advances 
have been made since then. But, the gonado- 
tropic sex hormones have still eluded isolation, 
we know nothing of their chemical structure. 
and we therefore have no pituitary gonado- 
tropic principles of unimpeachable efficacy avail- 
able for clinical use. Certain gonadotropic 
preparations of chorionic origin have achieved 
wide usage for various indications, but no one 
will contend that they are effective in the hu- 
man for such indications as one might reason- 
ably expect the pituitary sex hormones them- 
selves to be helpful. That the latter will sooner 
or later be isolated and made available for 
clinical use permits of little doubt, but past dis- 
appointments with other hormone principles 
should restrain our enthusiasm that their ulti- 
mate availability will be the answer to all our 
prayers. 

The gist of the matter is that gynecologic 
therapy is not the simple plus or minus affair 
which it almost seems to be with certain other 
endocrine disorders, such as those of the thy- 
roid. With the latter, deficiency or excess of 
function is in general correctible by giving thy- 
roid on the one hand, or taking it away sur- 
gically on the other. The reproductive mechan- 
ism is far more intricate. Deficiency of one 
of the ovarian hormones may be associated with 
excess of the other, with similar imbalances in 
the pituitary, and with complex and not yet 
understood interlocking relations between these 
two glands and between them and other en- 
docrine organs, such as the adrenal cortex, the 
thyroid and certain so-called sex centers in the 
hypothalamic area of the brain. Only as our 
knowledge of these mechanisms is slowly de- 
developed may we expect, even more slowly, to 
interpret and treat intelligently many of th 
functional disorders encountered in gynecologic 
practice. 

The introduction of the androgenic hormones 
into gynecologic practice has been an interesting 
development of recent years. Already we know 
that they do not, as was once conjectured, play 
a role antithetic to that of the female sex hor- 
mones. One of the hot trails in endocrine 
studies of the present day is the attempt to un- 
ravel the nature of the relationship between 
these androgenic hormones, progesterone and 
certain adrenal cortical principles. That the 
androgens may play an important normal role 
in the female cycle has been suggested, and this 
view may well prove correct. The blood hounds 
of the laboratory have scurried from the ovary 
to the hypophysis and now to the adrenal in 
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their effort to track down the secrets of the 
reproductive machinery, but we still have far 
to go before its mysteries are clearly discernible. 

Addressing ourselves more specifically to the 
accomplishments and failures of present day 
organotherapy, I can only set forth a few very 
general comments which must obviously be tinc- 
tured with the personal reaction of the author, 
though this is based not only upon a fairly wide 
personal experience but also upon a reasonable 
familiarity with the work of hundreds of inves- 
tigators whose contributions can scarcely be spe- 
cifically cited in such a general summarizing 
appraisal as this. 


Amenorrhea and Sterility—Our attitude to- 
ward the problem of endocrinopathic amenor- 
rhea is sounder and healthier than it was twenty 
years ago, but it cannot be said that our greatly 
increased knowledge of reproductive physiology 
has materially improved the results in the en- 
docrine therapy of this disorder. Amenorrhea 
is exceedingly common and of real importance, 
not because of any directly harmful effect of 
the amenorrhea, but because of the psycholog- 
ical repercussions in many patients, and ever 
more because it is often associated with sterility. 
Were it not for this latter fact, the disorder 
would be simple enough to manage. The mere 
absence of menstruation could be disregarded, 
while proper education and reassurance of the 
patient would, if it were not for the specter of 
Sterility, set her mind at ease as to any other 
harmful sequelae. 

We need not here elaborate upon the matter 
of etiologic classification of cases of amenorrhea, 
important as it is to type them in so far as pos- 
sible into such groups as the pituitary, thyroid 
and ovarian varieties, according to the endocrine 
gland primarily involved.. In all these types, 
varying degrees of adiposity are most often asso- 
ciated, though there are numerous exceptions. 
Reduction of weight by dietary restriction often 
appears to be a very salutary measure, insofar 
as the endocrinopathy is concerned, and I have 
seen not a few cases of secondary amenorrhea 
in which this measure alone has resulted in re- 
establishment of menstruation. Thyroid ther- 
apy, even in women with no clinical or laboratory 
evidence of hypothyroidism, appears by com- 
mon consent to be helpful, though no one can 
explain the mechanism of its action. 

In spite of the fact that we now have at our 
disposal potent and pure preparations of both 
evarian hormones, as well as preparations which 
certainly possess strong gonadotropic effects 
upon laboratory animals, our results with ovarian 
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and gonadotropic therapy in all suggested modi- 
fications are flatly disappointing. In certain 
cases, especially those in which the associated 
sterility is the real therapeutic target, there can 
be no criticism of therapeutic efforts of this 
sort, but one must be prepared for disappoint- 
ment. In the occasional successful case it is 
difficult to eliminate the possibility of spon- 
taneous readjustment of the endocrine mechan- 
ism, which undoubtedly occurs in a proportion 
of the cases. 

The establishment of the fact that some cases 
of sterility are due to anovulatory cycles was a 
real contribution, although there is still much 
difference of opinion as to the incidence of this 
factor. Furthermore, regardless of its fre- 
quency or infrequency, there is little enough 
that we can do to correct this factor when it is 
demonstrated. The equine gonadotropic prin- 
ciple of pregnant mare serum, much vaunted 
about two years ago, has been shown to be in- 
adequate, as had already been the trophoblastic 
hormone of human pregnancy urine. At the 
present time many gynecologists are experiment- 
ing with synergistic preparations of pituitary 
and trophoblastic principles; but the fact still 
faces us that no precise or reliable means has 
been discovered to make non-ovulating women 
ovulate. This does not by any means make 
such cases hopeless, as nature not infrequently 
spontaneously brings about the desired readjust- 
ment of the ovulating mechanism. 


Aside from practical consideration the obvious 
shortcomings of direct ovarian therapy are the 
fact that it is entirely substitutional, that it 
does not in any way stimulate ovarian activity, 
and that it does not bring about ovulation. 
These objections have been voiced by many 
men for many years, but still hold good. And 
yet the fact that bleeding can undoubtedly be 
produced in a considerable number of patients 
by either estrogens alone or in combination 
with progesterone, and that the patient may thus 
be given a temporary psychologic lift, is a temp- 
tation which few gynecologists are able to re- 
sist in a proportion of cases. So long as neither 
the patient nor the physician is deceived as to 
the limitations of such therapy, and until a 
more rational and effective treatment is evolved, 
I for one, do not consider it the heinous of- 
fense which it appears to be in the eyes of 
some writers. 


Primary Dysmenorrhea.—This exceedingly 
common and distressing problem, after being 
figuratively batted around for generations, was 
projected into the endocrine field following 
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demonstration of the fact that the ovarian 
hormones apparently are important as regu- 
lators of the contractility and _ irritability 
of the uterine musculature. Although there are 
still a few dissenters, the prevalent belief is that 
the estrogens are the normal stimulants and 
progesterone the normal inhibitant of muscular 
activity. Upon this concept has been based the 
employment of endocrines as a part of the treat- 
ment of dysmenorrhea. Many authors, includ- 
ing myself, have discussed the multiplicity of 
factors which may be concerned in the causation 
of dysmenorrhea, and the fact that reliance on 
endocrine therapy alone, with disregard of other 
factors, is quite sure to result in a preponder- 
ance of failure. As a matter of fact organother- 
apy is called for in only a small fraction of 
the cases. Progesterone, testosterone and the 
chorionic hormones have all been used and vary- 
ing degrees of success have been reported with 
each of these hormone principles. To try to 
pit these one against the other on the basis of 
results reported in the literature would be a 
colossal and probably useless undertaking, es- 
pecially because of the subjective nature of the 
disorder, and the uncritical nature of a large 
proportion of the papers on the subject. 

I can only report my general conclusion, based 
on a large personal experience as well as a 
reasonable familiarity with the literature, that 
progesterone and testosterone are frequently, but 
not by any means always, of great value, the 
former used premenstrually and the latter 
throughout the cycle. The risk of hirsutism and 
other unpleasant though usually temporary side- 
effects of testosterone is practically eliminated 
if the dosage is not above 150 or 200 milligrams 
monthly, and if the treatment is withheld from 
patients with a tendency to pigmentation or an 
already existing hypertrichosis. 

It is obvious that I do not agree with those 
who take the extreme view that the androgenic 
hormones have no place at all in gynecologic 
therapy, though every sensible clinician will 
agree that they should be used with caution 
and conservatism. 

A curious and as yet not satisfactorily explain- 
ed feature of primary dysmenorrhea is that it oc- 
curs only in women with ovulating cycles, while 
anovulatory cycles, dominated only by the con- 
traction-promoting estrogen are, paradoxically, 
not associated with pain. While various hypoth- 
eses have been suggested, no satisfactory ex- 
planation for this observation has yet been es- 
tablished. When it is, there is reason to hope 
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that our treatment will be more intelligent and 
more generally successful. 

While I have limited my remarks to the hor- 
mone therapy which is directed at the muscular 
factor held responsible, on as yet very incom- 
plete evidence, for menstrual pain, other prin- 
ciples of hormone therapy may at times be in- 
voked, such as the postmenstrual employment 
of estrogens for their developmental effect upon 
the uterine musculature. 

All sorts of concepts and hypotheses have 
been suggested to justify the treatment of this 
disorder, not only with estrogens, but also with 
other hormones. The truth of the matter is 
that no one knows the exact mechanism of the 
menstrual pain, and that to this extent at least 
the organotherapy of this disorder is neces- 
sarily still unsatisfactory. In spite of this, 
there can be no doubt that it is often of 
genuine value, and accomplishes much more 
for the patient than reliance on _ simple 
analgesics and constitutional and psychothera- 
peutic measures. I have said nothing here as 
to the relief which may be given for a single 
period by inhibiting ovulation through the ad- 
ministration of large doses of estrogen in the 
first half of the cycle, as this is only of tem- 
porary value, and can rarely be employed in 
the practical management of dysmenorrhea. My 
experience leads me to agree with those who 
believe that menstrual pain is practically never 
seen with the anovulatory type of cycle, as I have 
discussed elsewhere. 

Even if one feels that endocrine factors are 
of importance in any particular case of dysmen- 
orrhea, from a common sense standpoint one 
will resort to organotherapy in only a minority 
of cases, usually those of severe degree. Dys- 
menorrhea is often of moderate severity, per- 
haps limited to only a day or even only a few 
hours, and not necessarily incapacitating the 
patient during this time. In my own practice, 
after proper consideration of other factors and 
always including an instructional and reassuring 
talk with the patient, I am more inclined to 
prescribe simple analgesic measures for the re- 
lief of the transient and not intolerable pain than 
to subject her to a long course of expensive 
organotherapy. A frank discussion of the prob- 
lem with the patient will almost always evoke 
her own preference for such a plan. 

But the problem is very different in patients 
who suffer very severe pain for many days, who 
are confined to bed for from one to several days, 
and who often cannot, because of their periodic 
incapacity, hold their jobs or carry on their vo- 
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cations. Here certainly there is ample justifica- 
tion for shooting off all our therapeutic guns, 
including such endocrine measures as I have in- 
dicated. Full employment of all the compara- 
tively simple conservative measures at our 
disposal will make it possible to relieve patients 
or to make their lots tolerable, so that in only 
a very small proportion need there by any 
thought of such radical procedures as _pre- 
sacral sympathectomy. I believe that any 
gynecologist who is able to report large numbers 
of presacral sympathectomies for the relief of 
dysmenorrhea has not given his patients the 
full benefits of comprehensive conservative 
therapy. 


Functional Bleeding —The work of Schréder 
and others established, first on the basis of his- 
tologic evidence alone, that functional bleeding 
is produced by the persistence of an unruptured 
follicle, followed by its degeneration without 
ovulation, and that in such cases the endome- 
trium shows a typical hyperplasia. The mistake 
was at first made of extending this explanation 
to all cases of functional bleeding. While Schré- 
der’s syndrome of metropathia hemorrhagica is 
common enough, we know that many cases of 
functional bleeding are produced by entirely 
different mechanisms, some representing aberra- 
tions of the ovulatory and some of the anovula- 
tory types of cycle, though more often the latter. 

And yet, from the standpoint of endocrine 
therapy, the tendency of many is to fit all cases 
into one mold, and to treat functional bleeding 
as if it were a single disease entity. Here again 
the study of the case and its treatment should 
be on individual lines, although not always 
can we unravel the exact nature of the func- 
tional disorder. It would lead us far afield 
to discuss the principles and the results of treat- 
ment with progesterone and androgenic hor- 
mones, and the chorionic hormone principles of 
pregnancy urine. Nor can we as yet evaluate 
clearly the cyclic methods of therapy advocated 
by Hamblen and others. When the latter plan 
is followed, I believe that the cyclic employment 
of progesterone alone, in large dosage, is as ef- 
fective as the combined use of estrogens and 
progesterone. However, I do not think that we 
can with this treatment be assured of imposing 
a normal cyclical submission upon the pituitary. 
The very fact that an abnormal pituitary func- 
tion, the gland not normally reacting with the 
ovarian hormones, is the primary source of the 
difficulty, would make this seem doubtful. 


Progesterone therapy in large doses is often 
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effective, but the expensiveness of this plan 
makes it prohibitive in a large proportion of 
cases. There are, however, numerous reports of 
successful treatment with moderate dosage, per- 
haps 1 or 2 mg. daily, and I personally do not 
think it necessary always to bring about a pro- 
gestational picture in the endometrium in order 
to bring the bleeding under control. There is 
much reason to believe that there is wide varia- 
tion between the histologic and the bleeding re- 
sponses of the endometrium. 

Much has been written about cyclic therapy 
in the treatment of functional bleeding and the 
term is not always employed in the same sense. 
Whether the natural estrogen or stilbestrol is 
employed, or whether one resorts to the sequen- 
tial use of estrogens and progesterone, or to 
cyclical use of progesterone alone, I do not be- 
lieve it as easily possible thus to beat into a 
cyclical submission the dysfunctioning pituitary 
as some writers appear to think. The subject 
is too big a one to discuss in this short sum- 
marizing paper, but, though I have no quarrel 
with those who are advocating this principle, I 
do not feel sure that this concept is the solu- 
tion of our problem. 

Testosterone has, in my own experience, been 
more frequently effective than progesterone, but 
it is likewise an expensive form of treatment. 
Furthermore, it carries with it the possibility of 
certain unpleasant side-effects, unless used very 
circumspectly, as already discussed. 

Finally, there has been an increasing apprecia- 
tion of the fact that estrogens have a useful place 
in the treatment of some cases of functional 
bleeding. 'The immediate hormonal factor in 
the production of such bleeding is a drop in the 
estrogen level, so that many of us have long re- 
sorted to it as at least a temporizing measure, 
even though it may not seem altogether logical 
to use a hormone already presumably present 
in excessive amount. However, by bolstering 
up the estrogen level and withdrawing the hor- 
mone very gradually it is possible in many cases 
to avoid any marked degree of withdrawal bleed- 
ing. I do not believe that this can be done 
with the precision and constancy which some 
writers, such as Karnaky, appear to indicate, 
nor does it bring about a readjustment of the 
disordered mechanism, but there is no doubt of 
the frequent value of this plan. The flexibility 
and the potency of oral therapy with stilbestrol 
has naturally led to its employment in this 
scheme. i 

As a matter of fact all the plans of treating 
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functional bleeding thus far suggested have at- 
tacked the problem at its fringes, none getting 
to the heart of the difficulty, which presumably 
is in the anterior hypophysis. The ideal plan, 
utopian though it is, would be to correct the 
fundamental pituitary dysfunction, instead of 
treating such symptomatic hormone manifesta- 
tions as estrogen excess or progesterone defi- 
ciency. 

What has been said as to the organotherapy 
of functional bleeding pertains to the large group 
of cases encountered in younger women, in whom 
conservation of the reproductive function is of 
obvious importance. It does not apply to the 
even larger group of women approaching the 
menopausal era, in whom child-bearing is no 
longer of importance. In virtually all these 
cases, after the diagnosis is established and other 
more serious endometrial lesions are eliminated 
by curettage, simple abolition of ovarian function 
by radiotherapy is clearly preferable to the un- 
certainties, expense and inconveniences of pro- 
longed organotherapy. 

An important incentive to conservatism in 
younger patients is the knowledge that, either 
with or without treatment, readjustment of the 
endocrine balance may take place, sometimes 
within a few months, sometimes not until the 
patient has run a distressing bleeding career of 
even a good many years. In some cases, as a 
matter of fact, the patient may go to the op- 
posite extreme, and I have seen not a few pa- 
tients in whom functional bleeding of many 
months or several years has been followed by 
an endocrinopathic amenorrhea, usually with an 
increase of weight. In some patients the amenor- 
rhea may, after a variable time, be again fol- 
lowed by functional bleeding, suggesting a high 
degree of instability of pituitary function. 

As was said of dysmenorrhea, in spite of the 
admitted short-comings of endocrine therapy in 
functional bleeding, the vast majority of cases 
can be held under reasonable control, even 
though in some an occasional curettage may also 
be necessary for the immediate control of bleed- 
ing, should this become disturbing in degree. 
There are few gynecologists of large experience, 
however, who have not encountered an occasion- 
al case so intractable and so severe in degree 
that even hysterectomy or radiotherapy in rela- 
tively young women must be thought of as the 
lesser of two evils. 

In summary, therefore, I do not think that 
any sound observer is altogether satisfied with 
the results of organotherapy in functional bleed- 
ing, and yet none will deny that a good deal 
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can be accomplished, and that our present day 
methods represent a great advance over those 
of an earlier day, when the treatment consisted 
of curettage, often repeated curettage, and all 
too frequently hysterectomy under the diagnosis 
of idiopathic uterine bleeding. 


Menopause——To turn to a more cheerful 
heading, there is now no difference of opinion 
as to the efficacy of estrogenic therapy in the 
control of menopausal symptoms when these are 
sufficiently severe to require any direct treat- 
ment. Much has been written on the manage- 
ment of the menopause, so that there is no need 
of elaboration here. For the average physician 
the vasomotor phenomena constitute the thera- 
peutic target, simpler and certainly no less serv- 
iceable than vaginal smear or urinary hormone 
studies. The effect of therapy upon these symp- 
toms is also the easiest and safest guide as to 
dosage. There should be no such thing as a 
routine dosage to be kept up week after week 
and perhaps year after year, regardless of symp- 
tomatology. Such practices have made many an 
estrogen addict of women so accustomed to the 
regular “shot” of estrogen once or twice a week 
that they soon delude themselves into thinking 
that they cannot exist without it. 

These comments are now perhaps somewhat 
academic, since the oral administration of stil- 
bestrol has so largely supplanted the hypoder- 
mic employment of estrogenic hormone prin- 
ciples. While stilbestrol is not a hormone, its 
mention cannot be omitted in any discussion of 
menopausal therapy. In spite of its toxic side- 
effects in some patients, I believe that stilbes- 
trol has been a godsend to menopausal women 
and its introduction perhaps the most impor- 
tant advance of recent years in the therapy of 
functional gynecologic disorders. Furthermore, 
the incidence of toxic symptoms, with present 
day dosage, is far less than the extreme figures, 
as much as 80 to 90 per cent, which some au- 
tors formerly ascribed to its use. In my own ex- 
perience, the figure is nearer 10 per cent with 
the smaller doses, varying from 0.2 to 1 mg. 
daily at the most and only for a short time, 
which most of us now employ. As with the nat- 
ural estrogens, treatment need practically never 
be continuous, nor should the dose be fixed at 
any so-called maintenance level, but it should be 
adjusted to the symptoms as and when they oc- 
cur, particularly since the effect is rather prompt. 
It is this very convenience and flexibility of oral 
medication which gives it a great advantage, for 
example, over the method of administration of 
subcutaneously implanted pellets. While the 
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latter is undoubtedly effective, and while its 
technic is not difficult, it is rarely necessary, 
and I do not think it will achieve any degree 
of usage among practitioners in general. 
Finally, much has appeared in the literature 
concerning the value of estrogenic therapy in 
the involutional melancholia of the menopause. 
If one understands by the latter term thé mild 
depressions which may occur in some meno- 
pausal women, sometimes as a result of miscon- 
ceptions as to the significance of the climacteric, 
there is little reason to doubt that there is gen- 
uine value in such organotherapy. On the other 
hand, if one refers by this term, as psychiat- 
rists do, to the genuine involutional or degenera- 
tive psychoses which may occur in middle life in 
either women or men, then I believe that the 
reports of successes with estrogen therapy are 
grossly exaggerated by some enthusiasts who 
have written on the subject. Patients of the 
latter group are rarely seen by the gynecologist, 
but often by the psychiatrist. My comment on 
the general unresponsiveness of these patients 
is based partly on the results of an extensive 
study of this group by my colleague, Dr. Sprague 
Gardiner, at the Henry Phipps Psychiatric In- 
stitute of the Johns Hopkins Hospital. While in 
such patients estrogens may be of incidental 
value in relieving such menopausal symptoms 
as the vasomotor phenomena, they appear to be 
without effect on the underlying psychosis. 


Threatened Miscarriage and Repeated Abor- 
tion—The employment of progesterone in the 
management of these two conditions appears to 
have entrenched itself quite firmly in clinical 
practice, and to have received the blessing of the 
soundest endocrinologists. I have no doubt that 
many physicians would consider themselves 
guilty of a culpable omission if they did not in- 
clude this measure in the management of either 
of the two conditions under discussion. And yet, 
apart from theoretical indications, it has seemed 
to me that as a matter of common sense we 
cannot take too seriously the enthusiastic re- 
ports of success with which the literature 
abounds. Long before the day of progesterone 
therapy, bleeding in the early months of preg- 
nancy was observed frequently to subside spon- 
taneously with rest and simple sedative treat- 
ment, while. now the credit is likely to be given 
to the progesterone which is employed, often in 
doses which theoretically are much too small. 
My criticism is not of the progesterone plan of 
treatment, which I believe to be on a sound 
scientific basis, but rather of the statistical con- 
clusions based on clinical observations which in 
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the very nature of things cannot be scientifically 
controlled. 

As in the case of functional bleeding estrogen 
therapy, formerly frowned upon in the treat- 
ment of threatened miscarriage and repeated 
abortion, has recently been enthusiastically ad- 
vocated by Karnaky, who advises huge doses 
of stilbestrol injected into the anterior lip of 
the cervix. I can take no issue with this method 
on the basis of personal experience, for this has 
been nil. However, in spite of the fact that 
a physiological basis can be adduced for 
this plan, as for almost any plan of endocrine 
therapy, it will be wise to defer judgment on its 
efficacy for a few years longer. 


Gonorrheal Vulvovaginitis of Children—The 

employment of estrogens in the treatment of 
specific vulvovaginitis in children, first suggested 
by Lewis, represents an exceedingly interest- 
ing therapeutic application of the known 
effect of estrogens upon the immature vaginal 
mucosa. This disease had long been a bugbear 
in gynecologic out-patient clinics, often drag- 
ging along for years in spite of all sorts of local 
antiseptic treatments, but clearing up with the 
onset of puberty. This latter fact suggested 
that if the vaginal mucosa in the young child 
could with estrogens be built up into a pubertal 
phase the organisms might be thrown off and 
the disease cured. 
* This hope was fulfilled by the results, so that 
estrogenic therapy, preferably by the vaginal 
route with suppositories containing the hormone, 
became firmly established as the most effective 
of all treatments. More recently stilbestrol has 
been used by many in place of the natural hor- 
mones, and by either the oral or vaginal routes. 
Since the introduction of the sulfa drugs, many 
have turned to sulfathiazole, including Lewis 
himself, but the estrogen plan is still widely 
employed. 

Senile Vaginitis—Because of its proliferative 
effect upon the vaginal mucosa, estrogen has 
likewise achieved a definite place in the treat- 
ment of senile vaginitis. Since the effect is a 
transient one, it is not surprising that recur- 
rences are frequent, so that the treatment, most 
effectively given by means of vaginal supposi- 
tories of the hormone, may need to be repeated 
from time to time. Furthermore, the response 
of the senile mucosa is not nearly so striking 
as that of the immature child, and my experi- 
ence is that for this indication the results of 
estrogen therapy are definitely less striking than 
for gonorrheal vulvovaginitis of childhood. 
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Other Indications—Mere mention may be 
made of a few other conditions in which ovarian 
therapy has been used with at least a measure 
of success. The premenstrual use of rather large 
doses has been of service in many cases of the 
so-called “pituitary” menstrual headaches, oc- 
curring characteristically just before or during 
menstruation and at no other time. Stilbestrol 
in large dosage has recently achieved much 
vogue in the relief of painful engorgement of 
the breasts, and many good results have been 
recorded, though the results with inhibition of 
lactation have been rather unimpressive. As re- 
gards the so-called painful breasts and chronic 
mastitis, the results are difficult to evaluate, 
and they can scarcely be considered unimpeach- 
able, though one can find many reports in 
which authors express satisfaction with either 
estrogens, progesterone or testosterone. 


SUMMARY 


While our knowledge of reproductive endocrin- 
ology has been enormously increased during the 
past quarter century, it cannot be said that 
there has been anything like a corresponding 
advance in gynecologic organotherapy. In the 
treatment of some disorders, notably amenor- 
rhea, there has been no noteworthy improvement. 
With others, such as dysmenorrhea and func- 
tional bleeding, organotherapy is often of gen- 
uine auxiliary value, but disappointments are 
frequent and there is still much difference of 
opinion as to the most effective plan of treat- 
ment. 

In the treatment of threatened and habitual 
abortion, progesterone appears to be rational and 
has been rather generally reported as of defi- 
nite value, although it is not easy to evaluate 
the results with any degree of scientific ac- 
curacy. 

In still another group of disorders, represented 
especially by the menopausal vasomotor symp- 
toms, gonorrheal vulvovaginitis of children and 
senile vaginitis, organotherapy has established 
itself as both rational and effective. 


All in all, we cannot be too happy about the 
accomplishments of gynecologic erganotherapy 
during the past twenty years. On the other 
hand, we can point the proverbial finger with 
pride to the amazing advances made in our 
knowledge of reproductive endocrinology. This 
new knowledge has enabled us to interpret our 
clinical problems more and more intelligently 
and there is every reason to hope that it will 
each year add something to our therapeutic 
armamentarium. 
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RECENT DEVELOPMENTS IN THE 
TREATMENT OF POLIOMYELITIS* 


By Ropert L. Bennett, M.D. 
Warm Springs, Georgia 


In March of 1940, Elizabeth Kenny of Aus- 
tralia arrived in the United States to demonstrate 
her method of treating acute poliomyelitis. Even 
before any group of American medical men had 
the opportunity properly to observe Miss Kenny’s 
work, the “Kenny method” was hailed in news- 
paper and magazine articles as a cure for in- 
fantile paralysis. Almost overnight everyone 
was talking about the “hot pack treatment.” As 
a very natural sequence, the public having read 
glowing accounts demanded that this method be 
made immediately available to all patients with 
infantile paralysis. Unfortunately, at this time 
the average physician knew no more about this 
method than did his patient, since no official 
recommendation or description of Miss Kenny’s 
work had appeared in recognized American 
medical journals. Some investigators perhaps 
remembered that just two years before this, in 
1938, a group of English medical scientists ob- 
served Miss Kenny’s work in 63 patients over a 
test period of one year, and reported that they 
had seen nothing to justify Miss Kenny’s belief 
that in two or three years her patients would 
not require artificial aids, and further stated that 
if Miss Kenny claimed to be able to cure polio- 
myelitis they had found that claim in no way 
substantiated. 

However, through the financial assistance of 
the National Foundation for Infantile Paralysis, 
Miss Kenny was permitted to demonstrate her 
method on a small group of patients under the 
supervision of the Departments of Orthopedic 
Surgery and Physical Therapy of the University 
of Minnesota Medical School. A number of medi- 
cal men interested in the problem of poliomyel- 
itis visited this institution to observe this work, 
only to be confused and antagonized by Miss 
Kenny’s belligerent attitude, extravagant claims, 
total disregard of medical proprieties and contin- 
ued attack on the medical profession for failing 
to recognize symptoms of “spasm” and “mental 
alienation” and for using orthopedic splinting in 
acute poliomyelitis. 


*Read in Section on Physical Therapy, Southern Medical As- 
sociation, Thirty-Sixth Annual Meeting, Richmond, Virginia, No- 
vember 10-12, 1942. 

tDirector of Physical Medicine, Georgia Warm Springs Founda- 
tion. 
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More than a year later a preliminary report 
of Miss Kenny’s work in Minneapolis, written 
by Drs. Cole and Knapp,” was published in the 
Journal of the American Medical Association. 
This report said that of 26 patients treated by 
this method, 20 received treatment within two 
weeks after onset of the disease. Eleven (52 
per cent) of these patients were discharged com- 
pletely normal after an average hospitalization 
of 36 days. These men made no claim that the 
Kenny method cured poliomyelitis. They sim- 
ply said that, while end-results could not be 
evaluated after so short a period as one year, 
they could say that patients were more comfort- 
able during the acute stage than those who were 
immobilized and no contractures or deformities 
were observed following this treatment. They 
further stated that Miss Kenny had shown them 
that a condition of hyperirritability and persist- 
ent shortening of certain muscle groups was a 
clinical manifestation of acute poliomyelitis, the 
importance of which they had previously over- 
looked. This spasm of muscle was responsible 
for a great deal of the crippling after effects and 
must be released as quickly as possible and fol- 
lowed by a highly refined and detailed muscle re- 
education in order to salvage all remaining neuro- 
muscular units not destroyed by the initial in- 
vasion of the virus. 

The public demand for the medical profes- 
sion universally to adopt the Kenny method con- 
tinued unabated, and in December of last year 
an editorial* appeared in the Journal of the 
American Medical Association stating that it was 
the opinion of the Committee on Research for 
the Prevention and Treatment of After-Effects 
of the National Foundation for Infantile Paraly- 
sis after a study of the report of the workers at 
the University of Minnesota, that during the 
early. stage of infantile paralysis the length of 
time during which pain, tenderness and spasm 
are present is greatly reduced and contractures 
caused by muscle shortening during this period 
are prevented by the Kenny method. The gen- 
eral physical condition of the patients receiving 
this treatment seems to be better than that of 
patients treated by some of the other methods 
during a comparable period. 

In April of this year articles by Pohl,* by 
Lewin,® by Daly and her associates,® were pub- 
lished, in which enthusiastic recommendation of 
the Kenny method was made. These writers 
made no claim that this method cured poliomyel- 
itis, but all of them said that “muscle spasm,” 
“incoordination,’ and “mental alienation” were 
found consistently in acute poliomyelitis, and 
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when appropriate measures were taken to over- 
come these factors their patients were more 
comfortable, muscle atrophy was minimized, de- 
formities were avoided, even though no ortho- 
pedic splinting was used, and the rehabilitation 
of the undamaged neuromuscular units seemed 
to be more rapid and complete than they had 
seen with our traditional methods of treatment. 
Those of us who had the privilege of working 
with acute poliomyelitis began to appreciate that 
Miss Kenny’s contribution was not a magical 
formula of treatment, but actually an addition to 
our knowledge of the clinical manifestations of 
acute poliomyelitis which better enabled us to 
care for its after effects. Spasm did exist, and 
had to be attended to if we hoped to avoid con- 
tractures. A certain “mental alienation” did 
exist which must be overcome before efficient 
voluntary control was possible. These additions, 
to our knowledge, did not contradict proven 
pathology. If sufficient numbers of motor nerve 
cells supplying a bodily segment were destroyed, 
that bodily segment became flaccid, and no 
known method of treatment could ever revive 
these dead cells. However, it was felt that in 
the majority of cases this massive destruction 
of anterior horn cells had not taken place, that 
there remained numbers of motor nerves still 
anatomically intact, but unused because of a 
physiologic blockage or distortion of the im- 
pulses to those nerves as a result of the central 
nervous system’s reaction to virus invasion. A 
number of the anterior horn cells had been in- 
jured perhaps by edema, ischemia, or local tis- 
sue anoxia. These cells would later recover and 
be capable of normal response if sufficient im- 
pulses could be directed to them, and the mus- 
cles thus innervated had been kept in a recep- 
tive state. It is felt that this distortion, or block- 
age of impulse in the spinal cord, upset the deli- 
cate balance of muscle power necessary for 
skilled movement and new coordination patterns 
must be built up by intelligent muscle reeduca- 
tion, tediously and meticulously carried out over 
long periods of time. Before this muscle reedu- 
cation can be efficient, the patient must be free 
of pain, the muscle hyperirritability and _per- 
sistent shortening must be overcome, and the 
joints must have a functional range of motion. 
We do not know the cause of this so-called 
muscle spasm. We can see it clinically and it 


“can be recorded by electromyographic tracings.” 


We can theorize and claim that this persistent 
irritable shortening of muscle is the result of lo- 
cal inflammation or toxic changes in the muscle 
itself. It may be due to an irritative lesion of 
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the anterior horn cells, or the result of local 
anoxia of nervous tissue. Obviously, we can 
never hope to treat paralytic poliomyelitis with 
absolute assurance that nothing more can be 
done until we know all of the details of the un- 
derlying pathology and physiology. 

But the use of hot packs and passive motion 
coupled with carefully supervised rest is not 
entirely empirical. Wright® has shown us that 
the hypertonic muscle is under increased pres- 
sure within its sheath. When the sheath is ex- 
posed and cut longitudinally the muscle fibers 
bulge out of the divided sheath with greater 
force than that of normal muscles. It is ob- 
served that these exposed fibers of muscle are 
bathed in a sticky fibrinous fluid quite unlike 
that of the clear serrous moisture usually sur- 
rounding normal muscle fibers. After the sheath 
is retracted, fibrous cobwebs are noticed be- 
tween the muscle fibers and between the muscle 
and its sheath. This would appear to be evi- 
dence of an inflammatory or toxic lesion within 
the muscle itself. No report of microscopic 
studies of muscle biopsies during this stage of 
the disease have as yet been made. As Wright 
further points out, it is wholly logical to be- 
lieve that if muscle spasm is not released early, 
a gradual organization of this inflammatory exu- 
date takes place. This sticky exudate will be- 
come tough and fibrous, and the end results 
will be a shortened, non-elastic, fibrous, useless 
muscle. When a muscle exhibiting such a con- 
tracture is exposed, it is seen that the muscle 
fibers are pale and yellow, they do not bulge 
through the divided sheath, but remain inert, 
matted down by this organized exudate. 

Appreciating this local disturbance in muscle, 
it is wholly logical quickly to institute measures 
to release spasm, promote absorption of this exu- 
date and reestablish adequate venous and lym- 
phatic drainage of the involved bodily segments. 

Relief of muscle spasm may best be brought 
about by an efficient form of heat applied to the 
involved region, by careful positioning of the 
patient and by any measure designed to relieve 
pain. There are many excellent forms of heat 
application. Toomey® advises the use of cradles 
lined with infra red bulbs. I am sure all of us 
have used many modifications of this heat source. 
However, in my opinion, hot fomentations made 
up by heating 100 per cent woolen blanketing 
in boiling water and wrung between very tight 
wringers before application to the involved re- 
gion is the most efficient and practical method 
known at the present time. One hundred per 


cent wool has the property of holding heat even 
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though wrung almost completely free of mois- 
ture. Thus, the desired intensity of heat can 
be applied without the danger of burning the 
patient. These fomentations appear to be of 
more value than a constant source of heat be- 
cause they give the circulatory response of con- 
trasts of intense heat followed by rapid cooling. 
It is not enough to apply one or two hot packs 
a day. Our problem is to release muscle spasm 
as quickly as possible and this can only be 
done by repeated packing, day and night if 
necessary. 

The position of the patient should be as nat- 
ural as possible. A recumbent position which 
simulates the normal standing posture is more 
nearly correct than the formerly advised “neutral 
position.” It is felt that by keeping the patient 
in this “natural” position, normal postural re- 
flexes are encouraged and the muscles and joints 
are in accustomed and physiologic positions. 

Careful movements after the pain and spasm 
have subsided will minimize the formation of 
limiting bands of scar tissue. Certainly pro- 
longed rest and rigid splinting are absolutely 
contraindicated. Clinical and pathologic find- 
ings demand that we make a transition from 
such rigid immobilization to intelligent physical 
therapy applied immediately after the diagnosis 
is made. This must be done if we are to limit 
the effects of the disease to those neuromuscular 
units destroyed by primary action of the virus. 


Deformities that we formerly considered due 
to the pull of a normal muscle against a paralyzed 
one are now considered to be caused by the un- 
relenting pull of the involved hypertonic muscle 
against one primarily uninvolved. The normal 
muscle is kept in a state of partial or complete 
flaccidity by a reflex relaxation caused by the 
reciprocal innervation existing between opposing 
groups of muscles. The normal muscle is thus 
stretched beyond its normal length and its pull 
is rendered inefficient by the breaking action of 
the contracted muscle. Even though the cause 
of spasm is not known, the early and late ef- 
fects of unreleased spasm are so disastrous that 
we must use all the proven means at our dis- 
posal to release it as quickly and as completely 
as possible. 

When muscle spasm has been released and no 
limitation of joint range is present, the patient 


_is very carefully taught the position and action 


of prime muscle groups. The joint is passively 
taken through a normal range of motion. The 
patient is made aware of the joint movement. 
He feels the tension of the periarticular tissue 
and he is taught to feel the movement in the 
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joint produced by the pull of specific muscles 
or groups of muscles. All this is done because 
we believe that an apparent loss of voluntary 
muscle power can result from a subconscious 
distortion or blockage of impulses in the normal 
pathways connecting the cortex and the anterior 
horn cells. The patient is unable effectively to 
send impulses from his brain to the desired 
muscle even though the neuromuscular unit is 
intact. He has, in a way, forgotten over which 
pathway to send these impulses. These im- 
pulses may be entirely ineffective or may bring 
about contraction in widely divergent or even 
opposing groups of muscles. This is the result 
of the so-called “mental alienation” about which 
we frequently speak. “Mental alienation” is not 
a new medical entity. An example of this so- 
called “mental alienation” is frequently seen in 
children with acute joint lesions who cannot vol- 
untarily contract muscles motivating the joint, 
presumably because of a subconscious blocking 
due to pain and inability to relax protective 
spasm. We frequently see this loss of volun- 
tary contraction in certain muscle groups fol- 
lowing surgical procedures to or about joints. 
For example, it may take quite a period of 
treatment before the patient can voluntarily 
contract the quadriceps again after a knee opera- 
tion. In poliomyelitis mental alienation is 
thought to be due to such factors as muscle pain, 
spasm, and disuse. Knapp?® says that undoubt- 
edly this condition includes the temporary 
paralysis produced by more destructive damage 
to the nerve cells which later recover spon- 
taneously after the infection subsides. 

The goal of muscle reeducation is to restore 
a smooth, sustained contraction in these muscles, 
and a smooth balance of muscle power, to again 
bring about coordinated movement. This cannot 
be done by allowing a patient to move any muscle 
he can, but rather it must be done by very te- 
dious and painstaking reeducation of individual 
groups of muscles considered to be of greatest 
value in obtaining certain important motions. 
The patient must be able to bring about a con- 
traction of the functionally correct muscle, or 
groups of muscles, accompanied by complete 
relaxation of all other muscle groups not enter- 
ing into this particular action. No attempt is 
made to increase the strength of any group of 
muscles beyond a point where opposing muscles 
have a balance of functional power. All our 
early effort is directed at training our patients 
to use the right muscle at the right time without 
the distracting pull of muscle which, though 
under ready control, are not anatomically placed 


BENNETT: TREATMENT OF POLIOMYELITIS 


155 


to produce smooth functional motion. It is with 
unceasing amazement that I see patients with 
very little muscle power carry out effective func- 
tional activity without the limping and lurching 
formerly seen. This has been brought about 
by a method of reeducation which gives the 
patient an appreciation of the correct planes of 
motion and builds up a balance of muscle power 
that enables him to carry out smooth motion 
in those planes. 

Recent developments have given us no cure 
for poliomyelitis, but early treatment following 
the principles laid down by Miss Kenny, metic- 
ulously and carefully done will give the patient 
the greatest amount of functional rehabilitation 
possible through utilization of his undamaged 
nerve cells. Even if this treatment offered no 
statistical advantage over our traditional forms 
it would still be the method of choice because 
the patient is far more comfortable during treat- 
ment, the skin and subcutaneous tissue are kept 
in excellent tone, circulation is improved, joints 
are kept mobile, and the structural deviations 
and torsions caused by contractures of muscle 
are completely avoided. However, we all feel 
that we are only scratching the surface of treat- 
ment. Our research men, our physiologists and 
pathologists, must, and eventually will, give us 
the basis for these newer clinical manifestations. 
When all these basic factors are thoroughly un- 
derstood, intelligent treatment will follow as a 
very natural sequence. Scientific medicine should 
always take this orderly course. No one of us 
working alone can expect to develop the flaw- 
less treatment. We must profit from the find- 
ings of trusted investigators and evaluate these 
findings in the light of our own experiences. 

Consider the evolution of the method brought 
to us by Miss Kenny. How much more logical 
and scientific is her method today than it was 
just five years ago as evidenced by her book 
published in 1937.14 The brilliant success of 
her method of treatment in Minneapolis today 
must in no small part be credited to the able 
support of the medical profession working with 
her. To Miss Kenny, for her keen perception 
and devotion to the cause of treatment of polio- 
myelitis, medicine owes a debt that can be repaid 
only by an equally keen and devoted research 
designed to support, or, if necessary, intelli- 
gently to alter that which she and other serious 
investigators have given us. 

In June of this year Steindler™ and his work- 
ers presented their modification of treatment in 
which hot packs as advocated by Kenny are used. 
Immobilization is carried out, but only so far 
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as the muscular tenderness and pain demand it. 
Such splinting when used can be easily removed 
and in no way interferes with daily physical 
therapy. The physical therapy consists of grad- 
ual passive movements through as full range as 
possible without pain, gentle massage to improve 
circulation, and selective muscle training to make 
the patient conscious of the actions of the in- 
dividual muscles not under efficient voluntary 
control. 

To disagree on certain details of technic is a 
healthy attitude and a spur to continue research. 
But first our therapy must be based on sound, 
proven physiological and pathological facts as 
well as brilliantly end-results before we have the 
right to say that this is the only treatment and 
that all others are wrong. 

To conclude: we have in our hands the basic 
principles of a method which cannot, and in no 
way claims to, cure poliomyelitis, but which in 
skilled hands is better able than any of our tradi- 
tional methods to salvage all remaining neuro- 
muscular units not destroyed by the virus, and 
to place these units under efficient and coordi- 
nated voluntary control. We have not discov- 
ered a magical formula, but we have the basis 
for building a truly efficient method of thera- 
peutics which will have a direct bearing on many 
phases of physical therapy. We must be care- 
ful not to endanger its existence by exaggerat- 
ing its potentialities and overlooking its limi- 
tations. 
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DISCUSSION 


Dr. James T. Tucker, Richmond, Va.—It is my be- 
lief that Nurse Kenny has made a contribution to the 
treatment otf poliomyelitis, but many of the claims 
that have run rampant as to her treatment, from all 
that I can gather, are erroneous. 

I want to ask Dr. Bennett if Dr. Robert Lovett, our 
beloved teacher, who pioneered in this work, did not 
advocate many, if not all of the theories that have 
been offered by Sister Kenny. I do not mean to im- 
ply that Nurse Kenny’s work has not been original, 
but is it not a repetition of what has already been 
taught in the early part of the twentieth century? 


(Abstract) 


Dr. Bennett (closing) —Dr. Robert Lovett’s contribu- 
tion to the care of early poliomyelitis has been brought 
out by Dr. Tucker. Dr. Lovett, from his vast experi- 
ence in the New England epidemics of 1914 and 1916, 
emphasized that the future outcome of any patient 
with acute poliomyelitis depends on two factors: (1) the 
extent and location of the damage and (2) the judicious 
treatment of the patient, particularly in the early stage. 

While Dr. Lovett advocated the use of light fixed 
splints he also used hot fomentations and warm saline 
baths in which the patient was encouraged to move 
his joints and change his position. He also developed 
an extremely efficient system of muscle reeducation 
and emphasized that unless these exercises are carefully 
controlled and the muscles are isolated the patient is 
sure to use the strong muscles instead of the weak ones 
and thus make muscular balance still worse. He stated 
time and time again that loosely given exercises by un- 
trained persons are likely to do more harm than good. 

We frequently hear the statement that the basic prin- 
ciples of treatment advocated by Miss Kenny cannot 
be considered original with her. Certainly hot fomen- 
tations have been used many years and incoordination 
of functional muscle power has been recognized and 
treated. My own opinion is that Miss Kenny’s chief 
contribution is not that she has given us an efficient 
technic of hot packing and muscle reeducation, but 
far more important, she has advanced and proved to 
us the far-reaching early and late effects of muscle 
spasm. This I consider original with Miss Kenny. 

We saw few cases of bulbar poliomyelitis this sum- 
mer and all recovered without incident. Hot packs 
are applied in all cases where there is evidence of per- 
sistent muscle shortening and hypertonicity and in only 
one case were we required to use the respirator longer 
than twelve hours. 
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NAIL POLISH ECZEMA* 


By Frank A. Simon, M.D. 
Louisville, Kentucky 


Allergic eczema of the contact type due to 
nail lacquer has become rather common. In a 
group of 1,331 patients of both sexes, suspected 
of having clinical allergy of all types, examined 
between May, 1941, and September, 1942, 13 
cases of this condition were found. All were in 
women. The clinical picture is quite character- 
istic and has been described previously.’ 2 *4 
There is redness, swelling, itching and later des- 
quamation of one or several of the following 
areas: eyelids, neck, ear canals, chin, cheeks, in- 
fraclavicular fossa, axilla, upper arm near elbow. 
One patient had a small eczematous patch on 
the leg from contact with nail lacquer applied 
to a “run” in her stocking. Pruritus vulvae has 
been reported. In this series the eyelids were 
involved in 12 of 13 cases. Im fact, I believe 
that nail lacquer is today the commonest cause 
of contact-type eczema of the eyelids in women 
of this country. The hands are seldom involved, 
the reason very probably being that the corni- 
fied layer of epidermis is too thick to permit 
sufficient penetration of the allergen to the sen- 
sitive tissue. The location of the lesions can 
always be traced to contact of the lacquer with 
the involved areas. For example, lesions just 
below the clavicle are due to contact of the nails 
with this area in adjusting “shoulder straps.” 

Patch tests with nail lacquer were positive in 
all 13 cases. In one case the test, applied to 
the outer aspect of the upper arm for 24 hours 
and read at the time of removal of the patch 
and also 24 hours later was negative, but the 
same test on the inner aspect of the same arm 
(where the cornified epidermis is thinner) was 
positive when the patch was allowed to remain 
in contact with the skin for 24 hours and more 
strongly positive when the patch had remained 
48 hours. The tests were positive in all 13 cases 
with several different shades of lacquer and 
equally positive with colorless lacquer. Five dif- 
ferent brands of nail lacquer gave positive tests, 
the degree of reaction being approximately equal 
to each of the five brands. 

The evidence, therefore, indicated that the al- 
lergen concerned is a common constituent used 
by many manufacturers and is not a dye. The 
possibility of multiple allergens also had to be 
considered. 





*Received for publication October 26, 1942. 
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In order to obtain further evidence, patch tests 
were performed on 7 patients with 25 substances 
used in the manufacture of nail lacquer, as shown 
in Table 1. The same tests were also applied 
to two non-sensitive control subjects. As indi- 
cated in the table, these tests were negative in all 
patients to all substances with the exception of 
a formaldehyde-sulphonamide resin, which gave 
strongly positive tests in all 7 patients, but 
negative tests in the control subjects. It appears, 
therefore, that this resin is the chief allergen in 
nail lacquer. There is also reason for believing 
that a relatively non-allergic nail lacquer, suit- 
able for patients allergic to the common commer- 
cial brands now on the market, might be manu- 
factured by omitting this resin from the formula. 


CASE REPORTS 


Case 1—Mrs. M. J. C., 46 years, was seen Septem- 
ber 23, 1941, with an itchy eczematous eruption on the 
chin, eyelids, neck, and a small area on the left arm just 
above the elbow. She had several areas on the legs fol- 
lowing the application of nail lacquer to “runs” in her 
stockings. She had the habit of sleeping with her hand 
flexed and nails against her chin. Patch tests were 
definitely positive to popular brands of nail lacquer, 
including both colored and colorless varieties. She gave 
negative tests to 49 other substances, including various 
cosmetics. She had complete recovery, with no re- 
currence. 


Case 2—Mrs. W. Y. W., aged 45 years, was seen Sep- 
tember 29, 1941. She had an itchy eczematous eruption 
on the right upper eyelid, on both ear canals and on the 
right arm near the axilla of seven months’ duration. She 
had been rid of it severa! times. She slept with her 
left hand in her right axilla. Patch tests were defi- 
nitely positive to popular brands of nail lacquer, in- 
cluding colorless, and negative to 25 other substances, 
including her cosmetics. She recovered completely, and 
there has been no recurrence. 


Case 3—Mrs. H. C. K., aged 25 years, was seen Janu- 
ary 23, 1941, with an itchy eczematous eruption on the 
face, eyelids, chin and about the nasal orifices and neck. 
It resembled seborrheic eczema, but there were no lesions 
in the ears, behind ears, or in the axilla and there was 
no dandruff. The condition was of two months’ dura- 
tion. She gave strongly positive patch tests to five 
different brands of nail lacquer, including colorless. She 
had a complete recovery, with no recurrence. 


Case 4.—Miss A. M. M., aged 32 years, was seen Janu- 
ary 11, 1941, with an itchy eczematous eruption on both 
eyelids, face, neck, both arms near the elbows, and the 
infraclavicular fossae, of two months’ duration. She had 
the habit of frequently adjusting her shoulder straps 
and in doing so the thumb nail came in contact with 
the skin below the clavicle. She gave a strongly posi- 
tive patch test to her own nail lacquer (removed from 
her nail with acetone), and negative tests to 32 other 
substances, including cosmetics and articles of clothing. 
Secondary infection and an abscess formed below the 
left clavicle. There was complete recovery and no 
recurrence. 
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Case 5.—Mrs. R. M.,.aged 29 years, was seen April 30, 
1941, with an itchy eczematous eruption of the eyelids, 
ear canals, and about the nasal orifices. It began in her 
ears six years earlier and had been seen on her eyelids 
for the previous six months. She gave positive patch 
tests to popular brands of nail lacquer, including color- 
less, and negative tests to 21 other substances. She re- 
covered completely, with no recurrence. 


Case 6—Miss M. D., aged 17 years, on August 19, 
1942, showed an itchy eczematous eruption on the eye- 
lids and neck of 4 months’ duration. She gave strongly 
positive patch tests to nail lacquer, and negative tests 
to 23 other common contact allergens. She has made 
a complete recovery with no recurrence since avoiding 
nail lacquer, 

Case 7—Miss W. P., aged 24 years, seen April 27, 
1942, had an itchy eczematous eruption on the eyelids, 
chin and neck of 12 months’ duration. She worked in 
a beauty shop, and her work included manicure. The 
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condition cleared up only once, when she was on vaca- 
tion for two weeks. She gave strongly positive patch 
tests to colorless and colored nail lacquer, and negative 
tests to 26 other substances, including materials from 
the beauty shop. She made a complete recovery with 
no recurrence. 


Case 8—Mrs. N. M., aged 42 years, was seen De- 
cember 9, 1941, with an itchy eczematous eruption on 
the eyelids, mouth, chin and about the nasal orifices of 
two months’ duration. She gave positive patch tests to 
colored and colorless nail lacquer. She made a complete 
recovery, with no recurrence. 


Case 9.—Miss I. S., aged 35 years, on February 10, 
1942, showed an itchy eczematous eruption on the neck, 
which had been on the chin and eyelids. It was present 
for 2 months during the preceding winter, then left, but 
recurred early in the fall, improved and disappeared, but 
recurred again two and one-half weeks before she came 
to me. She gave positive patch tests to colored and 
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colorless nail lacquer, and negative tests to 25 other sub- 
stances. She made a complete recovery, with no re- 
currence. 


Case 10.—Mrs. I. F., aged 31 years, was seen October 
10, 1941, with an itchy eruption on the eyelids and neck 
for the previous 2 months. Twenty-three patch tests 
were negative. A test with nail lacquer was not done at 
this time. On December 10, 1941, her eczema was worse, 
especially on the neck. The test with nail lacquer was 
positive. She made a complete recovery. She was not 
convinced that nail lacquer was the cause of her eczema 
so she applied it to her nails again, had a recurrence, 
became convinced, avoided it thereafter and has had no 
recurrence. 


Case 11.—Mrs. P. O. L., aged 45 years, was seen De- 
cember 8, 1941, had an itchy eruption on the neck and 
upper anterior part of the chest of 12 months’ duration. 
She improved at times, but has never been entirely rid 
of it. She gave positive patch tests to colored and color- 
less nail lacquer, and negative tests to 29 other sub- 
stances. She made a complete recovery, with no re- 
currence. 


Case 12.—Mrs. R. B. K., aged 31 years, was seen Janu- 
ary 26, 1942, had eczema on the eyelids and various other 
parts of her "face, including a little on her hands, of eight 
years duration. She had been rid of it for months, but 
it always recurred. She gave positive patch tests. to 
colored and colorless nail lacquer and also to formalin, 
and negative tests to 30 other substances. She made 
a complete recovery, with no recurrence. 


Case 13.—Miss A. L., aged 21 years, seen September 
12, 1942, had an itchy eczematous eruption on the eye- 
lids of 5 weeks’ duration and a small area in the left 
axilla, of unknown duration. She worked as stenogra- 
pher in the office of a varnish company. She did not 
use nail lacquer, but her roommate used it. She had a 
flare-up of the condition of the eyelids the day after 
using nail lacquer to stop a run in her stocking. She 
gave a very strongly positive patch test to nail lacquer. 
Progress notes are not available on this case. 
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SUMMARY 


Thirteen patients with contact-type eczema lo- 
cated chiefly on the face, especially on the eye- 
lids and on the neck, gave positive patch tests 
to five different brands of nail lacquer, both 
colorless and colored. 

Following avoidance of nail lacquer, 11 of the 
13 patients had complete relief without recur- 
rence. The twelfth patient had recurrence of 
symptoms following re-application of nail lac- 
quer, but later avoided it completely and has had 
no recurrence. Progress notes on the thirteenth 
case are not available. Patch tests with 25 sub- 
stances. commonly used in the manufacture of 
nail lacquer, performed on seven patients, gave 
positive reactions in each case to only one sub- 
stance, namely a formaldehyde-sulfonamide resin. 
This substance gave negative tests on control 
subjects and appears to be the most important 
allergen in nail lacquer. 

It is suggested that a relatively non-allergic 
nail lacquer, suitable for persons found. to be 
allergic to the commercial brands now in use, 
might be prepared by omitting this resin from 
the formula. 
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EDITORIAL DEPARTMENT 





MAGNESIUM IN THYROID DISEASE 


. The basal metabolic rate is the best indica- 
tor of the state of the thyroid gland, but it may 
be elevated by other causes than thyroid disease. 
Magnesium in the blood serum is more diffi- 
cult to determine than many of the more often 
studied components. It has been noted that it 
varies in disorders of this gland. 3 
Magnesium exists in the serum in two forms, 
physically speaking: one filtrable through a 
porcelain filter and thus a very small molecule, 
perhaps a crystalline form or true solution; the 
other, a molecule too large to pass through the 
pores of a porcelain filter, thus possibly a pro- 
tein. The quantities of the two kinds of mag- 
nesium, that combined in a molecule of small 
size and that in a large molecule, are constant in 
health. 

The total quantity of serum magnesium in 
hyperthyroidism is normal. However, accord- 
ing to Dine and Lavietes! of Yale University 
School of Medicine, its two combinations, the 
filtrable and non-filtrable or bound, vary 
more constantly with the condition of the thy- 
roid gland than does the basal metabolic rate 
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itself. Bound magnesium is consistently above 
the normal range in hyperthyroidism, falls to- 
ward normal after treatment with iodine, and 
becomes normal after thyroidectomy. ‘There is 
none of it at all in the blood stream in myxedema, 
but it reaches normal quantities in myxedema- 
tous subjects after treatment with thyroid sub- 
stance. Bound magnesium is normal in patients 
with abnormal basal metabolic rates unasso- 
ciated with thyroid disease. This would sug- 
gest that eventually magnesium analysis in 
thyroid disease may be of more diagnostic value 
than determination of the basal metabolic rate. 

The thyroid is of great importance in normal 
development, as witness the appearance of the 
cretin in the absence of the thyroid; and pos- 
sibly one of its most important activities is its 
control of magnesium metabolism during growth. 
Dine and Lavietes offer an hypothesis as to the 
formulae and significance of the two kinds of 
magnesium in the serum. They suggest that 
bound magnesium may exist in the form of a 
specialized protein such as an enzyme or a hor- 
mone. It may be an activator of an enzyme 
concerned in the exchange of phosphorus in the 
tissues. They also note that there is an in- 
creased renal excretion of magnesium in hyper- 
thyroidism, perhaps a magnesium wastage. 

These are interesting observations of possible 
clinical importance, which will, of course, re- 
quire further confirmation. 





SHORT TIME VITAMIN DEFICIENCIES 


The war is a tremendous stimulant to the 
study of the effects of diet upon the human. The 
major dietary studies of this century have been 
done upon small laboratory animals, and the 
effects of long continued deprivation of special 
substances have usually been investigated. In 
animals, the recognition of mild or subjective 
symptoms from short term deficiencies may be 
difficult. Under present conditions, shipwrecked 
sailors or troops on emergency rations provide 
unusual opportunity for utilization of the present 
day laboratory knowledge of diet, or evaluation 
of the effects of purified foods upon human 
beings. 

It was noted some time ago that a popular 
diet, containing such substances as lamb chop, 
potato, spinach, bread, milk and custard, which 
suggest abundance to the popular mind and cer- 
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tainly to the corn bread - white - meat - sorghum 
eaters of the South, might produce B deficiency 
symptoms in a brief period. This was in hos- 
pitalized or sedentary subjects. 

Human vitamin requirements, like the caloric 
requirements, during severe exercise are greater 
than for men at rest or engaged in sedentary 
occupations. Workers in the Fatigue Laboratory 
at Harvard University’ have studied the effects 
of B-deficiency rations upon men doing manual 
labor, who had previously been in good health. 
The defective diet was given for a period of only 
one week; clear-cut symptoms which developed 
in this time were noted, and the recovery period 
was studied. The rations employed were deficient 
in thiamine (Bi), and probably also in nicotinic 
acid (antipellagric factor) and in pantothenic 
acid. Thiamine deficiency showed in a week as 
lassitude, easy fatiguability, muscle and joint 
pains, poor appetite and constipation, sometimes 
slowing down of movements and increased irrita- 
bility. 

The deficiency was corrected either by adding 
pure thiamine tablets to the ration, or by giving 
whole dried brewer’s yeast. The former alone 
produced considerable improvement, but the 
latter was much better. If the subjects were 
kept on the B-deficient ration for a week, until 
symptoms were quite apparent, then given dried 
brewer’s yeast, improvement was prompt and 
could be predicted and accurately timed. In 
forty-eight hours the subjects felt much better. 
In five days no man had any complaint, this 
though experiments were so arranged that they 
did not know whether or not they were receiving 
vitamin supplements. 

Exercise tests on the controlled groups showed 
clear physical deterioration on the deficient diet, 
and improvement in muscular performance of 
those on the adequate ration. Some changes in 
the electrocardiogram were noted during the 
deficiency, which returned to normal when the 
proper vitamin supplement was given. The Har- 
vard workers conclude that early thiamine defi- 
ciency produces marked subjective symptoms 
and moderate physical deterioration; deficiency 
of the other B vitamins is characterized by few 
symptoms, but marked physical deterioration. 
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Whole dried brewer’s yeast seemed to be a sure 
source of all the necessary B components. In 
men doing heavy manual labor, lack of adequate 
B complex for even a week produces disturbing 
and undesirable symptoms. 

One sees anew from this work the difficulties 
under which the heroes of Bataan and other 
battlefields have labored. Periods of starvation 
in the army are apt to be periods of heavy 
manual labor. They are apt to be also periods 
of poor sanitation and disease. The importance 
is reemphasized of providing emergency rations 
adequate in vitamin content for all the armed 
forces. 





SULFONAMIDES AND THE WHITE 
PLAGUE 


Virus diseases and tuberculosis are the im- 
portant infections which are not susceptible to 
therapy with any of the new sterilizing chemi- 
cals, and much work has been done to bring 
these into the fold. Conquest of gonorrhea, pneu- 
monia, streptococcic and other infections with 
such products as sulfanilamide, sulfapyridine, 
sulfathiazole, and sulfadiazine, to mention the 
principle sulfonamides in clinical use, has pro- 
vided great satisfaction to physicians and stimu- 
lation to laboratory workers to discover anti- 
drugs for the few remaining refractory microbic 
diseases. New modifications of the sulfonamide 
preparations are continually being tried. 

A recent number of the British Medical 
Journal discusses chemotherapy for tuberculosis 
in an editorial’ and contains a report? on local 
treatment of tuberculous lesions with a diamino 
diphenyl sulfone which they call promin. This 
product was reported in 1937 to have a high 
antibacterial action. When given by mouth to 
guinea pigs which have been inoculated with a 
virulent strain of the tubercle bacillus, it pre- 
vents, or limits, the development of the disease. 
In animals whose livers show the bacterial growth 
clearly six weeks after infection, treatment with 
this drug will effect a cure, so that necropsy seven 
months later shows no sign of disease. Un- 
fortunately, promin is not well tolerated by 
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human beings, but tends to cause in them a 
hemolytic anemia. 

The English workers, Tytler and Lapp,? have 
‘used it as a local application to tuberculous 
lesions. It was incorporated into a stiff insolu- 
ble tragacanth jelly to prevent too rapid absorp- 
tion. It was injected into an abscess in a case 
of tuberculous caries of the dorsal spine and 
other tuberculous abscesses and open sinuses and 
cervical adenitis. Beneficial results were ob- 
tained in some cases, and no toxic action was 
observed. 

Another diamino diphenyl sulfone, one which 
contains phosphorus, has been investigated in 
this country. Much less toxic, it is being studied 
by Smith, Rosenthal, and Jackson,? in the United 
States Public Health Service. Against strepto- 
coccal infections in mice this product was eight 
times as active as sulfadiazine. Against pneu- 
mococcus type I infections in the same species 
it was ten times as active. It was more active 
when given subcutaneously than when given by 
mouth. The tolerated dose of the original dia- 
mino diphenyl sulfone in mice is about 150 mg. 
per kg., while that of the phosphorylated deriva- 
tive is about 500 mg., and the therapeutic index 
of the latter is higher against streptococcus. It 
appeared that the drug was more active in com- 
batting pneumococcus infections than is sul- 
fadiazine. The product is also being tried in 
tuberculosis, but results are not yet sufficiently 
clear cut for reporting. 

This is encouraging news for the further de- 
velopment of this subject. Tuberculosis is not 
yet treatable with a sulfonamide, but it would 
seem to be closer to this stage than the virus 
diseases, such as infantile paralysis. 





TWENTY-FIVE YEARS AGO 
FRoM JOURNALS oF 1918 


Evaluation of Tuberculin Therapy2—Of one hundred 
tuberculin-treated cases 10 per cent will show such 
hypersensitiveness that treatment will have to be aban- 
doned lest much harm be done; 60 per cent will be in 
the negative, or neutral group, where no positive bene- 
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fit is to be observed; and 30 per cent will be un- 
questionably and distinctly benefited. 

* * * Direct advantages of tuberculin therapy are * * * 
stimulation and induction of an active immunity, the 
lessening of toxemia and the amelioration of symptoms. 
* * * There is a strong conviction among those familiar 
with the product that relapses are decidedly less fre- 
quent in patients treated with tuberculin than in those 
untreated. * * * Tuberculin therapy exercises a marked 
psychic effect upon the patient. The patient feels that 
something is being done for him. * * * Tuberculin 
therapy enables the physician to keep a closer watch 
over his patient. * * * Tuberculin is a product that 
will aid many cases when properly administered. 

Vaccine Therapy’—One of the greatest differences 
of opinion among physicians in regard to vaccines seems 
to be as to whether autogenous or stock vaccines should 
be used in a given case, or in all cases. * * * 

I have a man now who walked into a hospital ir 
New York with a slight tenderness in one knee. They 
found bad teeth, extracted seven of them and made an 
autogenous vaccine, which they gave him once every 
ten days. This man became constantly worse, left the 
hospital six months later in a wheel chair and is still 
in a wheel chair, a year later. He blamed it all on 
the vaccine and I had an awful time convincing him 
that he should have more vaccine. * * * 

Stock vaccines should be used in all chronic cases 
where the disease continues, but in a less active state, 
and * * * autogenous vaccines are indicated in acute 
cases where each exacerbation is as active and pro- 
nounced as the previous one. 

Citrate Method of Blood Transfusion2—Less than a 
year ago Lewisohn, * * * brought to the attention 
of * * * the medical profession throughout the country 
the simplicity and the efficiency of the so-called sodium 
citrate method of blood transfusion. * * * Bernheim 
came out with the emphatic statement that Lewisohn 
had revolutionized blood transfusion and that all in- 
struments on the market at the present time, including 
his own, would from now on be relegated to the past. 
* * * T have always favored the direct method of 
transfusion, after the fashion of J. Shelton Horsley, of 
Richmond, Virginia * * * the simplicity of the citrate 
method appealed to me. * * * The question naturally 
arises, is citrated blood as good as whole blood? * * * 
to all practical purposes the transfusion of citrated 
blood accomplishes the same results that whole blood 
does by the direct method. * * * The technic is simple 
* * * as any intravenous infusion. * * * No trained 
assistants are necessary. * * * The donor need not be 
in the same room with the recipient; no psychology; 
the recipient need not even be removed from the 
bed. * * * No blood vessels are divided nor destroyed; 
no ugly scars are left. * * * The quantity given can 
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be accurately measured; and there is no clotting of 
blood. 


War and BusinessiA—Many automobile factories and 
various other industries are changing their routine 
schedules and are making useful articles of warfare for 
the Army and Navy. Why should not the JourNAL 
likewise do its part? This is no time for considering self. 
The war should be each man’s business and in doing 
so if necessary his regular vocation should become 
his side line, so to speak. Only by doing that do we 
become in reality true patriots. 


Women in Medicine2—Admitting that the war will 
last for two to three years longer, which will necessitate 
the raising of an army of three to four million, with its 
full complement of physicians, what will be the status 
of the ranks of the civilian doctors and how will the 
shortage be met? 

The answer might be found in the recent decision of 
the medical departments of Columbia and Harvard 
universities which permits women to engage in the 
study of medicine at those institutions. The medical 
departments of the Johns Hopkins, Cornell, Chicago, 
and several other institutions have been co-educational 
for some years, and with Columbia and Harvard added 
to the list, with the Washington University of St. Louis 
and many other leading medical institutions likely to 
follow suit in the near future, there is but one inference 
to draw: that women physicians will take the places 
of some of those who are sent to the front. 





1. Editorial: Our Service. Ibid., p. 165. 
2. Editorial: Woman’s Opportunity in Medicine. Ibid., p. 168. 





Book Reviews 





Human Pathology. By Howard T. Karsner, M.D., Pro- 
fessor of Pathology, Western Reserve University, 
Cleveland, Ohio. 817 pages, illustrated. Sixth edition, 
completely revised and reset. Philadelphia: J. B. Lip- 
pincott Company, 1942. 

Textbooks appear, grow to maturity and age with 
their authors. This new edition still indicates vigor. 
Many departments have had housecleaning and the 
rubbish of the past has been removed. There are two 
columns per page of very legible print. The bibliog- 
raphy is better than may be found in the usual text- 
book of pathology. Many departments, such as dis- 
eases of the nervous system, are well illustrated with 
good photographs, but there are still too many poor 
drawings. For example, 35 of the 46 illustrations in 
the section on neoplastic diseases are poor drawings 
better omitted. Then, again the virus and vitamin de- 
ficiency diseases are hardly illustrated at all. In fact 
(as in all current textbooks) the descriptions of virus 
diseases are inadequate and scattered about the book 
more as after thoughts. The specific diseases could 
be grouped together and dealt with more effectively. 
Good points are the inclusion of the latest develop- 
ments in our knowledge of such diseases as toxo- 
plasmosis and histoplasmosis. The absence of data on 
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brucellosis and relapsing fever are examples of defects. 
The author sticks to published data and resorts to 
intuition less than several of his contemporaries. The 
material is readable and the deficiencies are under- 
standable in the pen of a very busy director and are 
not more than may be found in other good texts. 
Perhaps minor points such as the failure to consider 


‘the blood eosinophil a polymorphonuclear leukocyte 


should be corrected. 


Synopsis of Traumatic Injuries of the Face and Jaws. 
By Douglas B. Parker, M.D., D.D.S., Associate Pro- 
fessor, Department of Oral Surgery, School of Dental 
and Oral Surgery, Columbia University. 334 pages, 
illustrated. St. Louis: The C. V. Mosby Company, 
1942. Cloth $4.50. 

Injuries of the soft tissues of the face complicated 
by fractures of the jaws require the combined services 
of two men, the surgeon and the dentist. Dr. Parker 
is both a surgeon and a dentist and, therefore, is par- 
ticularly well fitted to discuss traumatic injuries of 
the face and jaws. 

He deals with treatment of the patient as a whole 
and of the soft tissue damage in particular, with frac- 
tures and complications of fractures of the bones of the 
face, especial attention being paid to the jaws. It is 
in the latter chapters that Dr. Parker’s training as a 
dentist comes to the front. His description of the 
Roger Anderson technic, the Haynes-Griffin skeletal 
splint and his own modification of a splint suggested 
by Dr. Waldron are outstanding. 

The remaining chapters deal with a variety of sub- 
jects. Among them are anesthesia, roentgenographic 
technic of examination of the mandible and maxilla, 
casts and moulages, and the medicolegal aspect of 
traumatic injuries of the face and jaw. This book is 
concise and well written and is recommended to all 
doctors, particularly those doing industrial and trau- 
matic surgery. 


First Aid: Surgical and Medical. By Warren H. Cole, 
M.D., F.A.CS., Professor and Head of the Depart- 
ment of Surgery, University of Illinois College of 
Medicine; and Charles B. Puestow, B.S., M.S., M.D., 
Ph.D., F.A.C.S., Associate Professor of Surgery, Uni- 
versity of Illinois College of Medicine and Graduate 
School. 351 pages, illustrated. New York: D. Ap- 
pleton-Century Company, 1942. Cloth $3.00. 

This textbook of advanced first aid treatment 
answers a twofold purpose. It is an excellent review 
for the physician who has not been routinely doing 
emergency work and is now called upon to do first aid 
either in military or civilian life. It can also serve 
as the basis for lectures or instructions given to first 
aid and civilian defense classes. The material is en- 
tirely up-to-date and incorporates the latest methods 
of treatment, including lessons learned from the bomb- 
ings of London and raids at Pearl Harbor. The 
anatomic and physiologic basis for treatment is given 
with each subject, resulting in a clear, readable style 
and differing widely from the ordinary surgical text 
or first aid manual. Each chapter is written by a 
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specialist in the field and all are extremely well illus- 
trated by Tom Jones and Carl Linden, who have 
made each illustration serve the purpose of many pages 
of text material. 

One of the keynotes of the text is what not to do, 
and in every chapter special attention is paid to the 
harm resulting from many popular first aid practices: 
notably the tourniquet, the hurried transportation of 
the injured patient and failure to select those most 
gravely injured for immediate care. In addition to the 
subjects usually treated in a first aid text there are 
chapters on shock and transfusion, transportation of 
the injured, gas and bomb raids and comparison of 
civilian versus military accidents. The introduction de- 
fines the precautions and limitations of first aid work, 
illustrates the hazards of attempting to do more than is 
necessary and stresses the importance of transporting 
the patient to emergency stations or hospitals where 
adequate facilities exist for further or “definitive” care. 
First aid treatment ends where definite treatment be- 
gins! Spectacular, courageous first aid is most often 
foolhardy and the author admonishes that anesthetics 
and operations are not part of emergency treatment. 

This book is to be highly recommended to both 
physician and civilian. In the present day necessity for 
up-to-date first aid in civilian defense it behooves every 
concerned individual to secure this book and read it 
thoroughly. 





Clinical Anesthesia. A Manual of Clinical Anesthesi- 
ology. By John S. Lunday, B.A., M.D., Head of 
Section on Anesthesia, Mayo Clinic; Member of the 
Subcommittee on Anesthesia, National Research Coun- 
cil. 771 pages, illustrated. Philadelphia: W. B. 
Saunders Company, 1942. Cloth $9.00. 


A guide for the anesthetist is offered by the author 
in furnishing a series of tables indicating the type of 
anesthesia best for various conditions of the patient. 
This portion of the book also discusses whether or 
not the drug or anesthetic to be administered for a cer- 
tain operation may affect a patient who has any disease 
other than the condition for which the operation is to 
be performed. 

Indicative of the growing importance of local, re- 
gional, and spinal anesthesia, the author has devoted 
approximately 200 pages to the discussion of these 
special forms, explaining in detail the value of the 
anesthetic drug and its proper administration. This 
is in keeping with the general trend in anesthesia for 
the last two decades, which has been to get away from 
inhalation anesthesia, especially in surgery below the 
diaphragm, in favor of other types of anesthesia. 
Statistical analysis of the experience of the Section on 
Anesthesia at the Mayo Clinic from 1924 to 1940, in- 
clusive, reveals that whereas in 1924 special agents 
were used in only 7.9 per cent of operations at the 
clinic and the ordinary agents in 92.1 per cent, in 1940 
the use cf special agents amounted to 69.6 per cent, and 
of ordinary agents to 30.4 per cent. 

As examples of the special value of local, regional, 
and spinal anesthesia in certain cases, he cites the use 
of block anesthesia of the scalp, preparatory to the 
tapping of the ventricles, and of a direct nerve block 
for repair of inguinal hernia and operations upon 
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extremities. In the same manner, anesthesia can be 
obtained in many dental operations by the blocking 
of the nerve as it emerges from its respective foramen 
of head or face. 

The value of regional anesthesia is strikingly exem- 
plified by sacral block, a method which, in the hands 
of one who is competent to carry it out, gives better 
satisfaction to the patient, surgeon, and anesthetist than 
any other method of anesthesia where an operation is 
to be done in the region innervated by the sacral 
nerves. 

Spinal anesthesia is now employed by the abdominal 
surgeon in an increasing number of cases. The book 
explains the technic of spinal anesthesia and gives 
a list of drugs which secure the maximum anesthesia 
with minimum toxic effect. This applies to the single 
dose method or the continuous spinal injection and 
its complications, which are chiefly in the nature of 
cardiovascular depressant effects. 

A lengthy chapter is given over to instructions to 
physicians, dentists, nurses, and assistants as to the 
equipment and drugs used in anesthesiology. In addi- 
tion to its value to medical and dental practitioners, 
this part of the book obviously will be highly useful 
in hospitals and nurses’ training schools. 

In another chapter, careful attention is given to 
general preoperative, operative, and postoperative care. 
In preoperative care, for example, proper medication 
to allay fears is discussed; during operation, ways of 
preventing pressure on bony prominences or nerves are 
considered; in the postoperative period, various com- 
plications that may develop from anesthesia are dealt 
with, such as atelectasis of the lungs. 

Among other aspects of anesthesiology treated in 
this book are: intratracheal anesthesia, intrapharyngeal 
anesthesia, general anesthesia in dentistry, inhalation 
anesthesia in obstetrics, and intravenous anesthesia. On 
the subject of intravenous anesthesia, which has gained 
some popularity in certain localities in recent years, 
the author urges caution in its administration under 
present practices, but seems hopeful of important de- 
velopments in this field in the future. 

The final chapter is an interesting chronology of 
events relating to anesthesiology and allied subjects 
from 4000 B.C., when Adam was put to sleep for a 
rib resection, up to the latest developments in spinal 
anesthesia. Among the highest points in this chro- 
nology are two developments in which the medical 
profession in America can take just pride: the first 
successful use of ether anesthesia by Dr. Crawford 
Williamson Long, of Georgia, in 1842, and the first 
employment of true spinal anesthesia for surgical op- 
erations by Dr. Rudolph Matas, of New Orleans, in 
1899. These two revolutionary developments naturally 
give the medical profession in the South, particularly, 
much cause for pride. 





Help Your Doctor to Help You When You Have 
Constipation. 59 pages. New York: Harper & Broth- 
ers, Publishers. Cloth 95c. 

In simple language the structure and functions of the 
bowels are given. Some of the causes of constipation 
are discussed and a final chapter on treatment will be 
especially helpful to those who wish to avoid the laxative 
habit. 
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OFFICERS 


The following is a complete roster of the officers of 
the Southern Medical Association for 1942-1943, and of 
associations meeting conjointly with the Southern Medi- 
cal Association: 

President—Dr. Harvey F. Garrison, Jackson, Mississippi. 
President-Elect—Dr. W. T. Wootton, Hot Springs National Park, 
Arkansas. 


Vice-President—Dr. Wyndham B. Blanton, Richmond, Virginia. 


aa el a yA (Secretary, Treasurer and General Manager)— 
Mr. . Loranz, Birmingham, Alabama. 


Editor of Journal—Dr. M. Y. Dabney, Birmingham, Alabama. 
Associate Editor of Journal—Mrs. Eugenia B. Dabney, Birming- 
ham, Alabama. 


ee Lucien A, LeDoux, Chairman, New es 


Washington, D. C.; Dr. Walter Cc. Jones, or Florida 
Marion C. Pruitt, Atlanta, Georgia; Dr. J. B Lukins, 
ville, Kentucky; Dr. W. Raymond McKenzie eee 
land; Dr. William H. “Anderson, Boon’ 

Neil S. Moore, St. Louis, Missouri; Dr. Willan M. oti 
Durham, North Carolina; Dr. Georg  R. Osborn, Tulsa, Okla- 
homa; Dr. J. Warren White, Gassentia, South ‘Carolina; Dr. 
Kate Savage Zerfoss, Nashville, Tennessee; Dr. Curtice Rosser, 
Dallas, Texas; Dr. Thomas W. Murrell, Richmond, —o 
Dr. Ray M. Bobbitt, Huntington, West Virginia. ive 
Committee: Dr. LeDoux, Chairman, Dr. Hunter and Dr. yo 


fat 


Board of Trustees (All are ee oe Frank K. Boland, 
Chairman, Atlanta, Georgia; Dr. J. W. Jervey, Greenville, South 
Carolina; ’ Dr. Waiter E, Vest, gE ng West Virginia; Dr. 
Arthur T. McCormack, Louisville, Kentucky; Dr. Paul H. 
Ringer, Asheville, North Carolina; Dr. M. Pinson Neal, Co- 
lumbia, Missouri. 


Section on General Practice—Dr. W. L. Pressly, Chairman, Due 
West, South Carolina; Dr. Gate E. Smith, Vice-Chairman, 
Terra Alta, West Virginia; Dr, A. Hopkins, Secretary, Stuart, 

irginia. 


Section on Medicine—Dr. T. Dewey Davis, Chairman, Rich- 
mond, Virginia; Dr. Grace A. Goldsmith, Vice-Chairman, 
New Orleans, Louisiana; Dr. William H. Kelley, Secretary, 
Charleston, South Carolina. 


Section on Gastroenterology—Dr. William Earl Clark, Chairman, 
Washington, D. C.; Dr. Milford O. Rouse, Vice-Chairman, Dal- 
las, a Dr. Julian M. Ruffin, Secretary, Durham, North 
Carolina. 


Section on Neurology and Psychiatry—Dr, Theodore A. Watters, 
Chairman, New Orleans, names Dr. Cobb Pilcher, Vice- 
Chairman, Nashville, Tennessee; . Jas. Asa Shield, Secre- 
tary, Richmond, Virginia. 


Section on Pediatrics—Dr. William Weston, Jr., Chairman, Co- 
luntbia, South Carolina; Dr. Wm. L, Funkhouser, Vice-Chair- 
man, Atlanta, Georgia; Dr, Angus McBryde, Secretary, 
Durham, North Carolina. 


Section on Pathology—Dr. R. H. Rigdon, Chairman, Memphis, 
Tennessee; Dr. Frank L. Apperly, Vice-Chairman, Richmond, 
Virginia; Dr, Robert A. Moore, Secretary, St. Louis, Missouri. 


Section on Radiology—Dr. Lawther J. Whitehead, Chairman, 
Richmond, Virginia; Dr. Robt. J. Reeves, Vice-Chairman, Dur- 
ham, North Carolina; Dr. Karl F. Kesmodel, Secretary, Birming- 
ham, Alabama. 


Section on Dermatology and Syphilology—Dr. Dudley C. Smith, 
Chairman, Charlottesville, Virginia; Dr. Richard W. Fowlkes, 
Vice-Chairman, Richmond, Virginia; Dr. J. Lamar Callaway, 
Secretary, Durham, North Carolina. 


Section on Allergy—Dr. W. Randolph Graham, Chairman, Rich- 

, Virginia; Dr. Clarence K. Weil, Vice-Chairman, Mont- 

gomery, Alabama; Dr. Edna S. Pennington, Secretary, Nash- 
ville, Tennessee. 


Section on Physical Therapy—Dr. Emil J. C. Hildenbrand, Chair- 
man, Washington, D. C.; Dr. Nathan H. Polmer, Vice-Chair- 
man, New Orleans, Louisiana; Dr. Robert L. Bennett, Secre- 
tary, Warm Springs, Georgia. 
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Section on “SE a E. L. Henderson, , Louisville, 
Kentucky; Dr. A. B 4 oa omen Richmond, 
Maral Dr. William F. ff, Jr., Secretary, Baltimore, 


‘inie on youn and Traumatic Surg John D. 

Birmingham, Alabama; Windeop M. 

Phelps, Vice-Chairman, Baltimore Maryland; “Dr. Lenox D. 
Baker, Secretary, Durham, North Carolina. 


Section on Gynecology—Dr. Willard M. Alien, Chairman, St. 
Louis, Missouri; Dr. John T. Sanders, Vice-Chairman, New 
Orleans, Louisiana; Dr. Olin S. Cofer, Secretary, Atlanta, 


Soin on Obstetrics—Dr. R. A. White, Chairman, Asheville, 
R. Vice-Chairm 


Carolina; Dr. an, Tulsa, 
Oklahoma Dr. Waverly R. Payne, Secretary, Newport News, 


Section on Urology—Dr. H. : * Chairman, Hot Springs 
National Park, Arkansas; W. W. S. Butler, Jr., Vice 
Chairman, Roanoke, Viteinisy Dr. Austin I. Dodson, Secre- 
tary, Richmond, Virginia. 


Section on aS W. Kress McIntyre, Chairman, St. 
Louis, Missouri; bane E. Smith, Vice-Chairman, Dallas, 
Texas; Dr. ie 5 H. e, Secretary, Kansas City, Missouri. 


Section on ——— ‘etna Duncan Eve, Chairman, Nash- 
ville, Tennessee 


Section on pe and Otolaryngology—Dr. ° H. 
Burleson, Chairman, San Antonio, Texas; Dr. W. Ray- 
McKenzie, Chairman-Elect, Baltimore, Maryland; Dr. 
Elbyrne G. Gill, Vice-Chairman, Roanoke, Virginia; Dr. J. 
W. Jervey, Jr., Secretary, Greenville, South Carolina. 


Section om Anesthesia—Dr. Russell F. Bonham, Chairman, Hous- 
ton, Texas; Dr, Merrill C. Beck, Vice-Chairman, New Or- 
— Louisiana; Dr. John Adriani, Secretary, New Orleans, 

uisiana. 


Section on Medical Education and Hospital Training—Dr. Frank 
R. Bradley, Chairman, St, Louis, Missouri; Dr. Edwin P. 
Lehman, Vice-Chairman, University, Virginia; Dr. John W. 
Spies, Secretary, Galveston, Texas. 


Section on Public Health—Dr. Hugh R. Leavell, Chairman, Louis- 
ville, Kentucky; Dr. J. C. Knox, Vice-Chairman, Raleigh, 
mal Carolina; Dr. Lonsdale J. Roper, Secretary, Richmond, 

rginia. 


American Public Health Association, Southern Branch (meeting 
conjointly with Southern Medical Association)—Dr. C. F. 
McClintic, President, Charleston, West Virginia; a. =. C. 
Harper, First Vice-President, ; ‘ee § 
Darcey, Second Vice-President, Oklahoma City, Oklahoma; 
Miss Donna Pearce, Third Vice-President, Washington, D. C.; 
Dr. R. H. Hutcheson, Secretary-Treasurer, Nashville, Ten- 
nessee, 


National Malaria Society (meeting oat. with Sat 
Medical Association)—Col. J. S. Sim W 
ington, D. C.; Mr. G, H. Bradley, Presblent-Elect, "Atlanta, 

Mr. J. L. Robertson, Jr., Vice-President, Memphis, 
Tennessee; Dr. Mark F. Boyd, Secretary-Treasurer, Tallahassee, 


American Society of Tropical Medicine (meeting conjointly with 

pe lg Medical Association)—Dr. N. Paul Hudson, President, 

Ohio; Dr. ag A. Sawyer, President-Elect, New 

Yok Ne New York; Be. C. Stephenson, Vice-President, Wash- 

ington, am. Cae. Oe. —- s. PD Antoni, Secretary-Treasurer, 

New Orleans, Louisiana; Col. Charles F. Craig, Editor, San 
Antonio, Texas. 


American Academy of Pediatrics, Region 2 (meeting conjointly 
with Southern Medical Association)—Dr. Hugh Leslie Moore, 
, Dallas, Texas; Dr. Warren W. Quillian, Vice-Chair- 

man, Coral Gables, Florida. 


Women Physicians of the Southern Medical Association—Dr. 
Amey Chappell, Chairman, Atlanta, Georgia. 


Woman's Auxiliary to the Southern Medical Association—Mrs. 
Richard H. Clark, President, Hattiesburg, Mississippi; Mrs. 
John Pierpont Heimick, President-Elect, Fairmont, West Vir- 

nia; Mrs. pare B. Stone, First Vice-President, Richmond, 

iniaiet Charles H. Daniel, Second Vice-President, 
College A "Georgia; Mrs. W. w. Potter, Recording Sec- 
retary, Concord, Tennessee; Mrs. R. E. Schwartz, Correspond- 
ing Secretary, Hattiesburg, Mississippi; Mrs. W. H. Anderson, 
Treasurer, Booneville, ssissippi; Mrs. Joseph E. Wier, His- 
torian, Louisville, Kentucky; Mrs. R. C. Haynes, Parliamen- 
tarian, Marshall, Missouri. 


a 


H 
4 
in 
i 
t 
| 
i} 


= ie 7. 


= 








166 


Southern Medical News 





NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 


The New Orleans Graduate Medical Assembly, seventh annual 
meeting, will be held in New Orleans, March 15-18, at the Roose 
velt Hotel. The program contains the names of some eighteen 
outstanding physicians as essayists and the program consists of 
lectures, symposia, conferences, clinics and round table discus- 
sions, supplemented by scientific and commercial exhibits and 
motion pictures. Registration fee of $10.00 covers all features, 
including the daily luncheons during the four days of the meeting. 
Physicians who plan to attend are invited to register at once with 
the Secretary, Room 105, 1430 Tulane Avenue, New Orleans, 
Louisiana. Reservations should be made early. 


AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOL- 
OGISTS AND ABDOMINAL SURGEONS 


American Association of Obstetricians, Gynecologists and Ab- 
dominal Surgeons is offering for the best thesis an award of 
$150.00, known as “The Foundation Prize.’’ Eligible contestants 
include (a) interns, residents, or graduate students in obstetrics, 
gynecology and abdominal surgery and (b) physicians who are 
actively practicing or teaching obstetrics, gynecology or ab- 
dominal surgery. For full information address the Secretary, Dr. 
Jas. R. Bloss, 418 Eleventh Street, Huntington, West Virginia. 


MEXICO 


Dr, Miguel E. Bustamante, Director of the Institute of Public 
Health and Tropical Diseases of Mexico, Mexico City, upon the 
invitation of the Department of State, recently spent two months 
visiting scientific and research centers in the United States. He 
attended the Southern Medical Association meeting in Richmond, 
Virginia, in mid-November. Dr. Bustamante will be remembered 
by those who attended the Southern Medical Association meeting 
in San Antonio in 1934 and who went to Mexico on the Southern 
Medical Association tour following that meeting. He represented 
the Department of Health of Mexico at the San Antonio meeting 
and accompanied the tour party to Mexico. 


ALABAMA 


Dr. John L. Dorough, formerly of Buffalo Cove, North Caro- 
lina, has been elected Health Officer of Cleburne County with 
headquarters in Heflin. 

Dr. Garland L. Weidner, Elba, Health Officer of Coffee County, 
is also in charge of Geneva County. 

Dr. John E. Moss, Mobile, and Miss Eva Jean Williams, 
Charlotte, North Carolina, were married recently, 

Dr. John M. Slaughter, Millersville, and Miss Milly Powell, 
Florence, were married recently. 


DEATHS 


Dr. John Sims Crutcher, Sr., Athens, aged 77, died recently. 

Dr. Eugene Y. Malone, Trussville, aged 73, died recently of 
angina pectoris. 

Dr. Lee Montgomery, Tuscumbia, aged 72, died recently. 

Dr. Millard Lieser Smith, Dothan, aged 49, died recently of 
chronic myocarditis. 


ARKANSAS 


Benton County Medical Society has elected Dr. A. L. Peacock. 
Gentry, President; Dr. A. J. Harrison, Springdale, Vice-President; 
and Dr. Geo. M. Love, Rogers, Secretary-Treasurer. 
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Craighead-Poinsett County Medical Society has elected Dr. O. 
T. Cohen, Jonesboro, President; Dr. H. H. McAdams, Jonesboro, 
Vice-President; and Dr, J. H. McCurry, Cash, Secretary-Treasurer. 

Falkner County Medical Society has elected Dr. Tom Mabry, 
Vilonia, President; Dr. J. H. ms, Vilonia, Vice-President; 
and Dr. I. N. McCollum, Conway, Secretary-Treasurer. 

Franklin County Medical Society has elected Dr. W. C. 
Porter, President; Dr. E. W. Pillstrom, Vice-President; and 
Dr. W. H. Gibbons, Secretary-Treasurer, all of Ozark. 

Garland County Medical Society has elected Dr. G. C. Coffey, 
President; Dr. L. E. Reed, Vice-President; and Dr. W. E. Gray, 
Secretary-Treasurer, all of Hot Springs National Park. 

Hempstead County Medical Society has elected Dr. Don Smith, 
President; Dr. J. E. Gentry, McCaskill, Vice-President; and Dr. 
H. G. Heller, Mena, Secretary-Treasurer. 

Independence County Medical Society has elected Dr. M. S. 
Craig, Batesville, President; Dr. V. D. McAdams, Cord, Vice- 
President; and Dr. W. J, Ketz, Batesville, Secretary-Treasurer. 

Lawrence County Medical Society has elected Dr. W. W. 


Hatcher, Imboden, President; Dr. J. A. Martin, Hoxie, Vice- 
President; and Dr. Chas. D. Tibbels, Black Rock, Secretary- 
Treasurer. 


Mississippi County Medical Society has elected Dr. T. F, Hud- 
son, Luxora, President; Dr. F. L. Husbands, Blytheville, Vice- 
President; and Dr. M. L. Skaller, Blytheville, Secretary-Treasurer. 

Ouachita County Medical Society has elected Dr. T. E. Rhine, 
Thornton, President; Dr. Rowland R. Robins, Camden, Vice- 
President; and Dr. R. B. Robins, Camden, Secretary. 

Polk County Medical Society has elected Dr. Pierre Redman, 
Mena, President; Dr. J.. A. McElroy, Vice-President; and Dr. 
E. M. Miers, Mena, etary-Treasurer. 

Searcy County Medical Society has elected Dr. J. O. Leslie, 
Marshall, President; Dr. E. G. Fendley, Leslie, Vice-President; 
and Dr. Sam G. Daniel, Marshall, Secretary-Treasurer. 

Sebastian County Medical Society has elected Dr. Chas, T. 
Chamberlain, Fort Smith, President; Dr. B. L. Ware, Greenwood, 
Vice-President; Dr. W. F. Adams, Fort Smith, Secretary; and 
Dr. W. R. Brooksher, Fort Smith, Treasurer, re-elected. 

Sevier County Medical Society has elected Dr. J. 
dricks, President; Dr. C, A. Archer, Vice-President; 
E. Kitchens, Secretary-Treasurer, all of DeQueen. 

White County Medical Society has elected Dr. Geo. C, Burton, 
Bald Knob, President; Dr. A. H. Hudgins, Searcy, Vice-President; 
and Dr, S. J. Allbright, Searcy, Secretary-Treasurer. 

Dr. Vincent O. Lesh, Fayetteville, has been appointed Cap- 
tain, Medical Corps, U. S. Army, and assigned to Station Hos- 
pital, Fort Bliss, Texas. 

Dr. Alfred H. Hathcock, Fayetteville, has been appointed 
Captain, Medical Corps, U. S. Army, and assigned to Fort Sam 
Houston, Texas. 

Dr. Paul T, Stroud, Jonesboro, has been appointed Lieu- 
tenant (jg) Medical Corps, Naval Reserve, and called to active 
duty at Naval Training School, Norman, Oklahoma. 

Dr. Perry J. Dalton, Camden, has been assigned for duty at 
the Naval Hospital, San Diego, California. 

Dr. Thos. G. Price, Wynne, has been called to active duty 
as Lieutenant (jg), Medical Corps, U. S. Naval Reserve, and 
assigned to First Corps Motor Transport Battalion, Camp Linda 
Vista, San Diego, California. 


S. Hen- 
and Dr. 


DEATHS 


Dr. Francis Marion Barton, Willisville, aged 73, died recently 
of prostatitis and cystitis. 

Dr. Charles E. Bayan, Chester, aged 57, died recently. 

Dr. Bert Daniel Clutch, Booneville, aged 61, died recently of 
cerebral hemorrhage. 

Dr. William Martin Garner. Rosston, aged 59, died recently 
of cirrhosis of the liver. 

Dr. Robert G. Herring, Martinville, aged 83, died recently of 
pneumonia. 

Dr. James Thomas Powell, Gravette, aged 79, died recently 
of coronary thrombosis and angina pectoris, 

Dr. Peter Anthony Ritchie. Jr., North Little Rock, aged 27, 
died recently as result of a fall. 


Continued on page 44 
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ANNOUNCING— 


Dr. Francis E. Senear, Chicago 


Gastro-enterology 
Dr. George B. Eusterman, Rochester 


Gynecology 

Dr. Robert J. Crossen, St. Louis 
Industrial Health 

Dr. James G. Townsend, Bethesda 


Infantile Paralysis 
Sister Elizabeth Kenny, Minneapolis 
Medicine 
Lt. Col. Edgar V. Allen, Rochester 
(now of Omaha) 
Medicine 
Dr. Louis Hamman, Baltimore 
Neurology 
Lt. Col. R. G. Spurling, Louisville 
(now of Washington, D. C.) 


All-inclusive Registration Fee $10.00 








(Four daily luncheons and all features) 


The Seventh Annual Meeting 
of the 


NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 
MARCH 15-18, 1943 


GUEST SPEAKERS 
Cardiology Obstetrics 
Dr. Tinsley R. Harrison, Winston- Dr. Nicholson J. Eastman, Baltimore 
Salem Ophthalmology 
Dermatology Dr. Ralph I. Lloyd, Brooklyn 


Orthopedic Surgery 
Dr. Edwin W. Ryerson, Chicago 


Otolaryngology 

Dr. John J. Shea, Memphis 
Pathology 

Dr. Howard T. Karsner, Cleveland 
Pediatrics 

Dr. Erling S. Platou, Minneapolis 
Radiology 

Dr. Fred J. Hodges, Ann Arbor 
Surgery 

Dr. Warren H. Cole, Chicago 
Surgery 


Maj. R. A. Griswold, Louisville 
(now of Atlanta) 


Urology 
Dr. Charles B. Huggins, Chicago 


Lectures, clinics, symposia, clinico-pathologic conferences, 
scientific and technical exhibits, medical motion pictures. 


For Information Write 
Secretary, Room 105 
1430 Tulane Ave., New Orleans, La. 


Conference Headquarters—Roosevelt Hotel, 123 Baronne Street 
Make your reservations now 
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The Tulane University 


of Louisiana 
School of Medicine 





POSTGRADUATE COURSE 


INTERNAL MEDICINE—March 8, 


9, 10, 11, 12, 13, 1943 


For detailed information 
write 


DIRECTOR 


Department of Graduate Medicine 
1430 Tulane Ave., New Orleans, La. 
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Dr. S, P. Ruff, Marshall, aged 82, died recently of lobar 
pneumonia. 
Dr. G. Max Watkins, Walnut Ridge, aged 69, died recently. 





DISTRICT OF COLUMBIA 


Medical Society of the District of Columbia held a special 
Program recently commemorating its one hundred and twenty- 
fifth anniversary. Dr. A. Magruder MacDonald, President of 
the Society, gave introductory remarks. 

Suburban Hospital Association, Washington, has announced that 
work was recently started on the Montgomery County a 
Suburban Hospital. Three medical staff appointments were made 
Dr. Charles R, L. Halley, Chief, Division of Medicine; Dr. Walter 
W. Boyd, Chief, Division of Obstetrics; and Dr. Arch L. Riddick, 
Chief, Division of Surgery. 

Rear Admiral Ross T. McIntire, Washington, has been re- 
nominated Surgeon General of the Navy and Chief of the 
Bureau of Medicine and Surgery to serve for another term of 
four years. 

Dr. Winfred Overholser, Washington, was recently appointed 
Honorary President of the District of Columbia Occupational 
—— Association. 

James A. Phelan, Colonel, Medical Corps, U. S. Army, 
Washington Secretary and Editor of the Association of Military 
Surgeons, and Dr. Robert C. Ransdel!, Lieutenant Colonel, Medi- 
cal Corps, U. S. Army, Washington, Executive Secretary, were 
re-elected to their respective offices at the recent meeting of the 
Association at San Antonio, Texas. 

Dr. Leonardo Guzman, Director of the Chilean National Ra- 
dium Institute of Santiago, Chile, and formerly Minister of 
Public Education, Minister of the Interior, and Director General 
of Health, has ‘been visiting the leading cancer research and 
ave centers in this country as a guest of the Department of 
tate. 

DEATHS 

Dr. Wade Hampton Atkinson, Washington, aged 76, died 

recently of angina pectoris. 


Continued on page 46 








THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 








For the General Surgeon 


A combined surgical course comprising general sur- 
gery, traumatic surgery, abdominal surgery, gastro- 

logy, p logy, gynecological surgery, uro- 
logical surgery. Attendance at lectures, witnessing 
operations, examination of patients preoperatively 
and postoperatively and follow-up in the wards 
postoperatively. Pathology, roentgenology, physi- 
cal therapy. Cadaver demonstrations in surgical 
anatomy, thoracic surgery, regional anesthesia. Op- 
erative surgery and operative gynecology on the 
cadaver. 











EYE, EAR, NOSE and THROAT 


A 3 months combined full-time refresher course 
consisting of attendance at clinics, witnessing opera- 
tions, lectures, demonstration of cases and cadaver 
demonstrations; operative eye, ear, nose and throat 
on the cadaver; clinical and cadaver demonstrations 
in bronchoscopy, laryngeal surgery and ompery for 








facial palsy; refraction; logy; Pp zY> 
bacteriology ong embryology; Physiology; neuro- 
vs ; phy py; allergy; 

of i ively and follow- 





RP 


up postoperatively in the wants and clinics. 








FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK CITY 
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New Booklets on the Management of Peptic Ulcer 

























For : The Knox Gelatine 
Company has published a reprint of 
results reported from a large hos- 
pital, dealing with the management 
of 35 consecutive peptic ulcer pa- 
tients with massive hemorrhage. 
juice, milk, and gelatine were 
employed for two days, followed by 
feedings of the same formula be- 
tween meals of blandest soft diet. 
Conclusions showed that the acid 
combining power of the orange juice- 
milk mixture is increased by adding 
plain, unflavored gelatine. 





For Distribution to Patients: The Knox Com- 
pany has also prepared an understandable 
discussion of this peptic ulcer dietary, with 
suggested d menus, and supplemented 
by a routine of drinking Kn ox Gelatine (a 
pure, wholesome protein) at regular inter- 
vals. Eighteen suitable bland-diet Knox 
recipes are given, too, each planned for 
special appetite appeal. (All menus and 


diets to be under a physician’s supervision, 
of course.) 


Every physician knows that, in 


many cases, the primary step in the treatment 
of peptic ulcer resolves itself into relief from pain. And since results reported 


in this new booklet for physicians indicate gelatine feedings have been satis- 
factory in the management of peptic ulcer patients, it will undoubtedly be of 
interest to the medical profession. The Knox Gelatine Company will gladly 
send it and the practical booklet for patients, in any quantity you need. There 
is no obligation. Simply fill in and mail the coupon below. 











Mail This Coupon for FREE Booklets. — — — = 


Knox Gelatine, Dept. 408, Johnstown, N. Y. i 
Please send quantity indicated of the following | 
booklets. I understand there is no obligation. ' 
O“The Dietary Management of 
Bleeding Peptic Ulcer with 
Orange Juice—Milk” 


O “Peptic Ulcer Dietary” 


KNOX 
GELATINE 


(U.S. P.) 
A Supplementary Protein Concentrate 
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Laboratory Reagents 


We furnish the profession accurately- 
made laboratory reagents. 
Send for Our Price List. 


This list features 
Reagents for Blood Chemistry 
An American-made Giemsa Stain 
Hematological Reagents 
Blood Grouping Sera: 
Anti-A 
Anti-B 
Absorbed B 
Anti-M 


Anti-Human Precipitating 
Antigens for Complement Fixation and 
Precipitation Tests 
(Kahn) 
GRADWOHL LABORATORIES 
3514 Lucas Avenue 
St. Louis, Mo. 
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Dr. Robert French Mason, Washington, me 73, died re- 
cently of coronary occlusion and coronary 





FLORIDA 


Florida Medical Association will hold its annual meeting at 
Jacksonville, Thursday afternoon and Friday forenoon, April 15 
and 16, The regular scientific sessions will be omitted. Three 
distinguished speakers will be invited to address the general ses- 


‘sions on subjects pertaining to physicians and the war effort. 


Dr. Noble A. Upchurch, Jacksonville, recently resigned as 
City Health Officer after serving as health officer for approxi- 
mately twenty years. 

Dr. R. L. Miller, Graceville, recently did postgraduate work 
at the Buffalo School of Medicine in New York. 

Dr. E. C. Chamberlain announces the opening of his Da x 
at Las Olas Centre, Fort Lauderdale, practice limited in- 
ternal medicine. 

Dr. Clayton D. Washburn; Jacksonville, has announced that 
his practice will be limited to ophthalmology. 

Dr. Arthur Denton Jones and Miss Mercy Lee Farris, both 
of Jacksonville, were married recently. | 


DEaTHS j 


Dr. Clarence S. Bolender, Clearwater, aged 80, died recently 
of congestive heart disease and senility. 

Dr. Louis M. Brown, St. Petersburg, aged 63, died recently 
of cerebral thrombosis. 

Dr. James Harris, Lakeland, aged 80, died recently of 
senility, renal insufficiency and prostatic infection. 


Dr. John R. Hatfield, Major, Medical Corps, U. S, Army, 
who was a practicing physician in Orlando until he entered 
died somewhere in The South 


the Army in January, 1941, 
Pacific October 25, 1942, of coronary thrombosis. 

Dr. George Mitchell Lochner, St. Petersburg, aged 56, died 
recently. 


Continued on page 48 





30 Rockefeller Plaza 





REG. U. S. PAT. OFF. 


A product developed by American physiologists for the use of physicians 
in treating dehydration, and irregularities in fluid metabolism. Its 
composition permits favorable consideration as a means of offsetting 
gastro-intestinal distress. The obstetrician finds it of use in reducing 
the number of catheterizations owing to its mild diuretic value. With 
the sulfonamides, it serves as a medium for administration and offsets 
gastric irritation, as well as conforming to the prevalent recognition of 
the value of alkali in such therapeutic measures. Write for descriptive 
booklet “Facts” which will at the same time register your name in the 
Kalak office to receive announcements and sample. 


Kalak Water Company of New York, Inc. 


New York, N. Y. 
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VITA-FOOD 
DRIED BREWERS’ YEAST 


FIVE MILLION POUNDS SENT TO DATE 





In the article, “Control of Pellagra,” in the November 1942 Southern Medical Journal, the writer, 
a leader in the conquering of pellagra, gives a mortality and decrease in death rate chart, arranged by the 
U. S. Public Health Service, as follows: 


DEATH RATES FROM PELLAGRA PER 100,000 POPULATION IN THIRTEEN SOUTHERN STATES 





Giving nicotinic acid, an important part of, but not the whole of the anti-pellagric factor, all credit 
for what it has done, the article says: 


“Tt is evident that various factors have contributed to the marked and con- 
tinued reduction in pellagra mortality since 1928. None of them has played 
a more important role than brewers’ yeast.” 


Finding dried yeast the most potent source of the P-P (pellagra-preventive) factor, Goldberger and 
Wheeler turned to grain grown dried brewers’ yeast. ‘ 

If not the first, we were among the first to make the suggestion, from data accumulated from animal 
feeding tests with yeasts grown on different mashes. 


Vitamin Food Company’s Record 


The record to date shows, since 1928, the wide distribution by jobbers and retailers of some five mil- 
lion pounds of Vita-Food Green Label (undebittered) and Red Label (debittered) Dried Brewers’ Yeast 
throughout the South; now available in almost every retail store. Throughout, we have cooperated with 
health officers in directing all treatment of the disease to the neighborhood physician. 


The Whole of the Vitamin B Complex 


In biological tests, particularly the U. S. P. test for vitamin A, in medical and nutritional research 
and use, dried yeast and particularly dried brewers’ yeast has been and is the most potent and dependable 
source of both the known and unknown factors making up the whole of the vitamin B complex. 


Samples for clinical or professional use will be sent on request. 


VITAMIN FOOD COMPANY, INC. 


VITAMIN RESEARCH LABORATORIES, INC. 
122 Hudson Street New York, N. Y 
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FOR SALE: Tattoo machine, cinnabar treatment pruritus ani. 
Excellent condition. Extra needles, springs. Reduced price $20.00. 
Dr. Emor L. Cartwright, Wayne Pharmacal Building, Fort 
Wayne, Indiana. 





EDITING—Preparation of papers and reports, indexing, abstract- 
ing, bibliographies and similar services to physicians. Address in- 
quiries to Elizabeth M. McFetridge, M.A., 4810 St. Charles Ave- 
nue, New Orleans, Louisiana. 





BOOKBINDING—Southern Medical Journal bound in attractive, 
substantial Buckram Library Binding, backs gold tooled, $2.50 per 
volume, Write us for prices on other books you want bound; 
magazines, journals, Bibles or anything you want to put in book 
form. Reference, Southern Medical Association. Alabama Trade 
Bindery, General Bookbinders, 162734 First Avenue, North, Bir- 
mingham, Alabama. 





Chicago Eye, Ear, Nose & Throat College 
Established 1897 

231 W. Washington St., Chicago, IIl. 
Practical postgraduate course in Ophthalmolo- 
gy and Otolaryngology. 
Doctors admitted at any time for review and 
clinical observation. 

OSCAR B. NUGENT, M.D., Director 
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GEORGIA 

Dr. Tulley Talbot Blalock announces the opening of his office 
in association with Dr. Cyrus W. Strickler at 123 Forrest Avenue, 
N.E., Atlanta, practice limited to internal medicine. 

Dr. Frank C. Johnson, Atlanta, has moved his offices to the 
Doctors’ Building, 478 Peachtree Street, N. E. 

Dr. Needham B. Bateman, Jr., Medical Corps, U. S. Army, 
Atlanta, who is located at the Station Hospital, Camp McCain, 
Grenada, Mississippi, has been promoted to Major. 

Dr. Henry Rutherford Butler, Jr., Atlanta, and Miss Rheba 
May Ashmore, Fort Huachuca, Arizona, were married recently. 

Dr. Herbert William Bondurant, Jr., and Miss Ann Kennedy 
Irby, both of Atlanta, were married recently. 

DEATHS 

Dr. Charles White Churchill, Thomson, aged 64, died recently 
of heart disease. 

Dr. Theodore Benjamin Davis, Newnan, aged 85, died recently. 

Dr. Charles Condrey Fitts, Carrollton, aged 48, died recently. 

Dr. Rufus Cecil Franklin, Swainsboro, aged 61, died recently. 

= James Thomas Henley, Douglasville, aged 72, died re- 
cently. 

Dr. Charles M. Mickle, Texas, aged 76, died recently. 

Dr. John Danner Thomson, Atlanta, aged 63, died recently. 





KENTUCKY 


Jefferson County Medical Society has installed Dr. Ben 
Wilson Smock, President, and elected Dr. Harry M. Weeter, 
President-Elect, both of Louisville. 

The new Louisville and Jefferson County Health Center, 
financed by Federal Funds and which will cost about $100,000, 
will adjoin the Louisville General Hospital. This Center will 
provide accommodations for health officers and include venereal 
disease clinics and a general preventive clinic. 

Waverly Hills Sanatorium, Waverly Hills, has under construc- 
tion a new ninety-six-bed addition at a cost of about $160,000. 


Continued on page 50 





OINTMENT SPECIALISTS SINCE 1900 





1063 Bardstown Road 





Since originating the Ophthalmic Ointment business via the pointed 
tip tube, forty-two years ago, M. E. S. CO. has constantly strived to 
bring to the profession the most comprehensive line of Ophthalmic 
Ointments obtainable, in package form that is convenient—both from 
the standpoint of dispensing and prescribing. 


M. E. S. CO., being pioneers in the Ophthalmic Ointment field, feel 
that they are able to bring you the finest, most carefully compounded 
products to be had. And because we specialize in Ophthalmic Oint- 
ments alone, our prompt service is unexcelled. 


A card from you will have our list in your hands 
by return mail. 


MANHATTAN EYE SALVE CO., INC. 


Louisville, Kentucky 
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Waerner the ailment or injury is unusual or com- 
mon, employ the radiologic examination whenever 
you feel that it can give you confirmatory evidence 
or additional objective information. Refer your pa- 
tient to a competent radiologist, and take advan- 
tage of his specialized knowledge in interpreting the 
radiographs. Then you will be capitalizing to the full 
the invaluable diagnostic aid which the x-rays afford. 
Eastman Kodak Company, Rochester, N. Y. 


Refer your palient lo a compelent radiologist 
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The funds were supplied jointly by the City of Louisville and 
Jefferson County. 
Dr. Edward E. 
Louisville School 
the work of Dr. 


Landis, Associate in Psychiatry, University of 
of Medicine, Louisville, has been carrying on 

Wm. K. Keller, Associate Professor of Psy- 
chiatry, who is on leave of absence from the University to 
engage in active service in the U, S. Navy. 

Dr. John P. Wheeler, LaGrange, has been appointed Super- 
intendent of the new Warren County Tuberculosis Sanatorium 
at Bowling Green. . 

Dr. Frank M. Melton, 
Officer of Oldham County. 

Dr. E. C. Morgan, Adairville, has taken over the office of 
Dr. John P. Glenn, Russellville, who is in the U. S. Naval 
Reserve and stationed at Portsmouth, Virginia. 

Dr, Rudolph Finzer Vogt and Miss Catherine Clark Duffy, 
both of Louisville, were married recently. 

Dr. Beverly Todd Towery, Bowling Green, and Miss 
Ethel Raborg, Nashville, Tennessee, were married recently. 

Dr. John Wooten Meredith, Scottsville, and Miss Raechel Nadine 
Holland were married recently. 


LaGrange, has resigned as Health 


Jane 


DEATHS 
Dr. Edward R. Palmer, Ashland, aged 70, died recently. 
Dr. Charles R. Tanner, Henderson, aged 65, died recently 
of myocarditis. 
LOUISIANA 


Orleans Parish Medical Society has installed Dr. H. B. Also- 
brook, President; and elected Dr. Edwin L. Zander, President- 
Elect; Dr. George H. Houser, First Vice-President; Dr. Philip 
H. Jones, Jr., Second Vice-President; Dr. Walter Levy, Third 
Vice-President; Dr. Daniel J. Murphy, Secretary; Dr. A. V. 
Fredrich, Treasurer, re-elected and Dr. Max M. Green, Librarian, 
re-elected. Additional members to the Board of Directors are 
Dr. Paul G. Lacrois, Dr. E. L. Leckert and Dr. E. J, Richard. 

Dr. Sydney Jacobs, New Orleans, was recently re-elected Presi- 
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dent of the New Orleans Zionist District, and Dr. I. L. Robbins, 
New Orleans, was named to the District Committee. 

Bi-Parish Medical Society has clected Dr. Glenn J. Smith, 
Amite, President; Dr, M. A. Walker. Angola, Vice-President; 
and Dr. E. M. Toler, Clinton, Secretary-Treasurer. 

Jackson, Lincoln and Union Parishes Medical Society has 
elected Dr. J. B. Harris, Ruston, President; Dr. C. S. McDonald, 
Jonesboro, Vice-President from Jackson Parish; Dr. J. F. Tanner, 
Bernice, Vice-President from Union Parish; and Dr. J, J. Ben- 
nett, Ruston, Secretary-Treasurer. 

Dr. J. C. Swartzwelder, First Lieutenant, Medical Corps, 
U. S. Army, formerly Assistant Professor, Department of Public 
Health, Louisiana State University School of Medicine, has been 
transferred from the LaGarde General Hospital to the Fourth 
Service Command Laboratory, Fort McPherson, Atlanta, Georgia. 

Dr. Ronald E. Corkern, Natchitoches, and Miss Ruby Jones 
were married recently. 


DEATHS 


Dr. Herbert James Bryson, New Orleans, aged 61, died re- 
cently of heart disease. 

Dr. John Ralph Ferguson, Monroe, aged 63, died recently. 

Dr. Clifford H. Irion, Benton, aged 81, died recently. 

Dr. Florence Stephen Richard, Shreveport, aged 49, died re- 
cently. 


MARYLAND 


Baltimore City Medical Society has elected Dr. Walter D. 
Wise, President; Dr. Thomas P. Sprunt, Vice-President; Dr. 
Samuel McLanahan, Secretary; and Dr. J. Albert Chatard, 
Treasurer. : 


Caroline County Medical Society has elected Dr. H. B. Plum- 
mer, Preston, President; Dr. E. P. Knotts, Denton, Vice-Presi- 
dent; and Dr. W. B. Johnson, Denton, Secretary. 

Dr. Edward Davens, Baltimore, has been appointed Chief 
of the Bureau of Child Hygiene to succeed Dr. James H. M. 
Knox, Jr., Baltimore. 


Continued on page 52 

















This attachment for the widely used Blair- 
Brown skin knife provides the operator with a 
simplified means of cutting uniform and ac- 
curate thicknesses of spiit skin grafts. 

In use, the thickness of the desired skin 
graft may be set before the operation and can 
be changed at will during the operation by 
simply readjusting the knurled and calibrated 
The threaded rod grips the skin and 


the distance between 


screws. 
its extra length over 





For An Improved and Simplified Technic in Split Skin Grafts 






A.S. ALOE COMPANY, 1831 Olive St., St. Louis, Mo. 








A Calibrated Thickness Determining Device 
for attachment to the Blair-Brown Skin 
Grafting Knife, by Kerwin Marcks, M. D. 


the clamps allows the knife to be worked to 
and fro. . 

Illustrations “‘A-B” and “C-D” above show 
how the set screws regulate the distance be- 
tween the cutting edge of the knife and the 
threaded grip rod. The large illustrations show 
the attachment mounted on the knife ready 
for use. 

A-B967 — Blair - Brown Skin Grafting Knife 
complete with the Marcks Thickness Deter- 
mining Attachment $18.50 
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KERAPHEN... 


THE PREFERRED GALL-BLADDER DYE 


Roentgenologists tell us of innumerable occasions when 
patients cannot retain the prescribed gall-bladder dye 
. .. hypersensitive individuals easily nauseated by un- 
pleasant mixtures that seldom get past the palate. 


Because the average patient naturally resists any un- 
pleasant tasting oral agent, Keraphen was developed 
for use in cholecystography over 17 years ago. Its 
immediate endorsement by the profession — and its 
acceptance by patients — attest to the many distinct 
advantages found in Keraphen. 


If you have experienced difficulty in securing the coop- 
eration of your patients in the instance of the gall- 
bladder dye prescribed, why not use Keraphen on your 
next difficult case? 





PICKER X-RAY PX 





300 FOURTH AVENUE 
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A perfectly balanced “fat-free” formula 
containing no chocolate, insures maximum 
absorption. Keraphen was first intro- 
duced in 1925 and has become the undis- 
puted leader in the field of radiopaques. 


CORPORATION 


NEW YORK, NEW YORK 
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.WAITE MANUFACTURING DIVISION,. CLEVELAND, OHIO; 
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“DOCTOR, MY FEET ARE 
ALWAYS COLD” 


The patient who can’t go to sleep without a hot 
water bottle, complains of “‘chilblains” and cramp- 
ing calf muscles, and is subject to chronic ulcers, 
may have an occlusive peripheral vascular dis- 
ease, such as— 


Peripheral vascular sclerosis 

Early thromboangiitis obliterans 
Acute vascular occlusion 4s 
Diabetic ulcers 

Intermittent claudication 

Chilblains 


Relief in these conditions may be offered simply 
and effectively by use of a BURDICK RHYTH- 
MIC CONSTRICTOR. 

Easy and inexpensive to operate, quiet as an elec- 
tric clock, and light in weight, the BURDICK 
RHYTHMIC CONSTRICTOR can be applied in 
hospital, office or home. 

If desired, it may be obtained at low rental rates 
for prescription use if you ’phone your local 
Burdick dealer. 


i Rhythmic 
Constrictor 


Tee BURDICK CORPORATION 


MILTON, WISCONSIN 





The Burdick Corporation Dept. SM 2-43 
Milton, Wisconsin 

Gentlemen: Send me information on the Burdick 
Rhythmic Constrictor for home use and for of- 
fice use. 
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Dr. Arthur J, Katzberg, Baltimore, and Miss Mae Wier, 
Washington, were married recently. 


DEATHS 


Dr. Barrett Conner Catlin, Baltimore, aged 74, died recently. 
Dr. Thomas V. Hammond, Berlin, aged 81, died recently of 
paralysis agitans. 


MISSISSIPPI 


Northeast Mississippi Thirteen Counties Medical Society has 
elected Dr. B Tubb, Amory, President. 

Dr. Felix J. Underwood, Jackson, was honored by the De- 
cember issue of ‘‘The Mississippi Doctor’ being called the Felix 
J. Underwood Number, this in appreciation of Dr, Underwood’s 
services that he has rendered and is rendering the State. 

Dr. Will W. Strange and Miss Charline Googe, both of Boone- 
ville, were married recently. 


MISSOURI 


Nodaway-Atchison-Gentry-Worth Counties Medical Society has 
elected Dr. Pren J. Ross, Grant City, President; Dr. William 
M. Wallis, Jr., Maryville, Vice-President; and Dr. Charles D. 
Humberd, Barnard, Secretary-Treasurer. 

Scott County Medical Society has elected Dr. G. W. H. 
Presnell, Sikeston, President; Dr. J. A. Cline, Oran, Vice-Presi- 
dent; and Dr. W. O. Finney, Chaffee, Secretary. 

Missouri State Board of Health at a recent meeting elected 
Dr. Cleveland H. Shutt, St. Louis, President; Dr. C. H. 
Neilson, St, Louis, Vice-President; and Dr. James Stewart, Jef- 
ferson City, Secretary. Dr. Howard B. Goodrich, Hannibal, 
Dr. Hardin M. Henrickson, Poplar Bluff, and Dr. James Stewart, 
have been appointed members of the State Board of Health to 
succeed Dr. George W. Gay, Ironton, Dr. John Aull, Kansas 
City, and Dr. E. Sanforn Smith, Kirksville. Dr. Stewart is 
State Health Commissioner, but until his recent appointment 
was not a member of the State Board of Health. 

Levering Hospital, Hannibal, recently dedicated an addition 
to the hospital which was erected at a cost of $102,000. 

Louise G. Wallace Hospital, Lebanon, is planning to con- 
struct an addition that will triple the hospital’s facilities. 

Dr. Edward Andruss, Holden, was honored at a meeting of 
the Thirty-Sixth District Masonic Association at Warrensburg 
recently with the presentation of a fifty-year membership pin. 

Dr. Robert A. Moore, Professor of Pathology, Washington 
University School of Medicine, St. Louis, was recently elected 
a Trustee at large of the American Board of Pathology. 

Dr. Rogers Deakin, St. Louis, was elected President of the 
American Neisserian Medical Society at its eighth annual meet- 
ing held recently in Hot Springs National Park, Arkansas. 

DEATHS 

Dr. William Byrne Brown, Columbia, aged 38, died recently 
of heart disease. 

Dr. Joseph David Franklin Dove, St. Joseph, aged 76, died 
recently of coronary occlusion. 

Dr. Oscar B. Hall, Warrensburg, aged 73, died recently of 
cerebral sclerosis. 

Dr. Howard Bennett Mettel, St. Louis, aged 46, died recently 
of broncho-pneumonia. 

Dr. James F. Rupe, 
uremia. 


Smithville, aged 79, died recently of 


NORTH CAROLINA 


Appalachian Hall, Asheville, a private institution for the 
treatment of mental and nervous cases and operated by Dr. 
William Ray Griffin and Dr. Mark A. Griffin, has been taken 
over by the United States Navy as a convalescent home. The 
entire property is valued at almost a million dollars, This is 
the second place in Asheville to be taken over by the Navy, 
Grove Park Inn having been established as a convalescent home 
last October. 

Seventh District Medical Society has elected Dr. L. N. Glenn, 
Gastonia, President; Dr. K. E. Neese, Monroe, Vice-President; 
and Dr. H. C. Thompson, Shelby, Secretary. Dr. R. H. Craw- 
ford, Rutherfordton, is Councilor for the Seventh District. 


Continued on page 54 
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Well Defined Action, 
Indications and Dosage 


Dhieruyistiveesrrow exerts a pronounced estro- 













genic effect which has been observed in the uterus, vagina and 
breasts. It has been found highly effective in the treatment of 
climacteric disturbances, senile vaginitis and gonorrheal 
vaginitis in children, and for the suppression of lactation. 


Unanimity of opinion exists regarding the range of dosages 





for these indications. 
7 


Write for booklet giving the 
essential details, including 
discussion of contraindica- 
tions, side effects, methods 
of administration and dos- 
age table. 





Effective orally as well as parenterally 







DIETHYLSTILBES Rae 


WEN T.H Rae 










a 
HOW SUPPLIED — Tablets of \ \ } " h 
0.1 mg., 0.5 mg., 1 mg. and 5 mg., 1 a [ O p 
FS ™ . 
bottles of 50, 250 and 1000. Sup Chemical Company, Inc. 


positories of 0.1 mg. and 0.5 mg., ‘ : “4 
Pharmaceuticals of merit for the physician 


boxes of 5. Ampuls (in oil) of 0.5 
New York, N. Y. Windsor, Ont. 


mg. in I cc., and I mg. in 1 cc., 
each in boxes of 5, 25 and 100 


ampuls. 






This cherished 
symbol of distinguished 
service to ovr Country woves 
from the Winthrop flagstaff. 
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These two types of KARO differ 
only in flavor. In chemical com- 
position they are practically 
identical. Their caloric values 
are the same. 

If your patients find grocers 
temporarily out of one type, the 
same amount of the other may 
be prescribed. 





How much KARO for Infant Formulas? 


The amount of KARO prescribed is 6 to 8% of 
the total quantity of milk used in the formula— 
one ounce of KARO in the newborn’s formula is 
gradually increased to two ounces at six months. 


CORN PRODUCTS REFINING CO. 
17 Battery Place « New York, N. Y. 
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Dr. Tinsley Harrison, Professor of Medicine, Bowman Gray 
School of Medicine, Wake Forest College, has been appointed 
Chairman of the Section on Experimental Medicine and Thera- 
peutics of the American Medical Association. 

Dr. Harold W. Brown, Dean of the School of Public Health, 
University of North Carolina, recently went to Boston to lecture 
at the medical schools to the medical students and intern staffs 
on tropical medicine. He lectured to the medical students and 
intern staffs of Yale and at several of the Philadelphia medi- 
cal schools on tropical medicine, this work in connection with 
the War Department under the auspices of the National Re- 
search Council. 

Dr. J. H. Worley, Asheville, has been appointed Assistant 
Medical Director and Chief Surgeon to the Holston Army 
Ordnance Works at Kingsport, Tennessee, and assumed duties 
there several months ago. 

Dr. Forrest Bliss, Asheville, who volunteered for civilian de- 
fense duties, has been assigned to a large industrial center 
in castern North Carolina. 

Dr. Paul Whitaker, after completing postgraduate courses at 
the Medical College of Virginia, Richmond, and Duke Uni- 
versity, Durham, has resumed a limited practice in Kinston. 

Dr. John A. Lineberry, Knoxville, is Health Officer of Harnett 
County, succeeding Dr. William B. Hunter, Lillington, who 
has been called irto active service. 

Dr. William P. Jacocks, Raleigh, at one time State Health 
Officer, has been appointed Director of School Health Coordina- 
tion in the State Board of Health, which position is subsidized 
by the Rockefeller Foundation and is a joint project of the 
State Board of Health and the State Department of Public 
Instruction. 

Dr. Charles E. Cloninger, Claremont, and Miss Alice Larkin, 
Coatopa, Alabama, were married recently. 

Dr. Hubert C. Patterson, Jr., Albemarle, and Miss Elizabeth 
R. Fox, Philadelphia, Pennsylvania, were married recently. 

Dr. William Herbert Parsons and Mrs. Victoria Blanchette 
Gaddy, both of Ellerby, were married recently. 

Dr, Edwin Mason Robertson, Durham, and Miss Eliza Isa- 
belle Buckles, Bristol, Virginia, were married recently. 


DEATHS 


Dr. Solomon E. Greenwood, Fletcher, aged 64, died recently. 

Dr. Seavy Highsmith, Fayetteville, aged 68, died recently. 

Dr. Robert Lee Jenkins, Winston-Salem, aged 71, died re- 
cently of coronary thrombosis. 

Dr. Cicero McAfee McCracken, Fairview, aged 74, died re- 
cently. 

Dr. Alexander H. Redding, Cedar Falls, aged 85, died recently 
of heart disease. 

Dr. John Spicer, Goldsboro, aged 72, died recently of pul- 
monary thrombosis. 


OKLAHOMA 


Dr. Hugh M. Galbraith, Oklahoma City, has been appointed 
a member of the Medica! Advisory Committee of the Oklahoma 
State Medical Association to the Public Welfare Department to 
replace Dr. Moorman P. Prosser, Norman, who has been called 
to duty with the armed forces. 

Dr. M. A. Schubert, Chickasha, is stationed with the 796th 
Medical Sanitary Company at Camp Maxey, Texas. 

Dr. Onis G. Hazel, formerly of Oklahoma City, Majcr, 
Medical Corps, U. S. Army, is stationed with the U. S. Army 
Air Forces at Benjamin Field, Tampa, Florida. 

Dr. Joe Leslie Duer, Woodward, has been called to duty 
with the Navy as a Lieutenant (sg), and is stationed at the Naval 
Base Hospital, Norman. 

Dr. Marvin Elkins, Muskogee, was recently called to active 
duty with the U. S, Army and is stationed at Fort Sill. 

Dr. Shade D. Neely, Muskogee, Captain, Medical Corps, U. S. 
Army, was recently transferred to Station Hospital, Williams 
Field, Chandler, Arizona. 

Dr. Maurice D. Spottswood, Tulsa, reported for duty as a 
Lieutenant (jg), in the Nevy at Washington, D. 

Dr. William K. Ishmael, Oklahoma City, Captain, Medical 
Corps, U. S. Army, is now located at the Station Hospital. 
Harding Field, Baton Rouge, Louisiana. 
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Filling Tetrathione Ampuls 
Underneath the Germ-Killing 
Rays of an Ultraviolet Lamp, 
Insuring Absolute Sterility. 










PERIPHERAL VASCULAR TREATMENT 
with 


TETRATHIONE 


(SEARLE) — 


Developed in the Research Laboratories of G. D. Searle & Co. and sub- 
mitted to more than five years of careful clinical investigation, Tetra- 
thione (Searle) has convincingly demonstrated its exceptional value in 
the management of certain peripheral circulatory diseases characterized 
by deficient oxidation of the blood and tissues. 
Indications include: 

Buerger’s disease (thromboangiitis obliterans), 

Raynaud’s disease, Scleroderma, Metallic Poisoning, and certain 

types of Essential Hypertension. 

The bibliography includes reports of more than 8,000 injections in which 
the more intensive and prolonged 
effect of Tetrathione (Searle) has 
been amply demonstrated. 

Supplied in powdered form in 
0.6 Gm. ampuls—packages of 6, 
25 and 100. 


Write for full descriptive literature. 


c-v-SEARLE sco. 


ETHICAL PHARMACEUTICALS SINCE 1666 
CHICAGO 
New York Kansas City San Francisco 


SEARCS 
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_ Dr. Frank 4. Stuart, Tulsa, is stationed. at the Station Hos- 
pital, Amarilhe Field, Amarillo, Texas. 
Dr, L. A. Mundling, Tulsa, has been commissioned a First 


Lieutenant, Medical Corps, U. S. Army Air Force, and has 
reported for duty at the Cadet Training Center, Kelly Field, 
Texas. 


DEATHS 


Dr. Frank F. Martin, Roosevelt, aged 62, died recently of a 
kidney infection. 


SOUTH CAROLINA 


Medical Society of South Carolina has elected Dr. John F. 
Townsend, President; Dr. Paul W. Sanders, Jr., Vice-President; 
and Dr. Robert Wilson, Jr., Secretary-Treasurer, all of Charleston. 

Celumbia Medical Society has elected Dr. W. A. Boyd, Presi- 
dent; Dr. James T. Quattlebaum, Vice-President; Dr. Charles 
H. Epting, Secretary; Dr. W. A. Hart, Treasurer, re-elected; 
and Dr. David F. Adcock to the Board of Censors, all of 
Columbia. 

Greenville County Medical Society has installed Dr. T. B. 
Reeves, President; and elected Dr. L. H. McCella, President- 
Elect; Dr. Gertrude Holmes, Secretary; and Dr. Curtis Hayns- 
worth, Treasurer, all of Greenville. 

St. Francis Hospital, Greenville, has elected Dr, Jack D. 
Parker, President of the staff; Dr. Joe E. Crosland, Vice- 
President; and Dr. John F. Simmons, Secretary. 

Medical College of the State of South Carolina, Charleston, 
has announced that Andrew J. Geer, a drug wholesaler ot 
Charleston, has established a $1,000 scholarship in pharmacy 
at the College to be awarded to some student. who otherwise 
would be unable to pursue the course. 

Dr. L. S. Fuller, Laurens, Lieutenant Colonel, Medical 
Corps, U. S. Army, is at Stark General Hospital, Charleston. 


Dr. Manley C. Hutchinson, Major, Medical Corps, U. S. 
Army, has been transferred from Fort Moultrie to Fort Bar- 
rancas, Florida, where he is serving as Post Surgeon. 

Dr. John McGill Pratt, Lieutenant, Medical Corps, U. S. 
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Army, formerly of Columbia, and Miss Dorcas ‘Cromer, Carlisle 
Barracks, Pennsylvania, were married recently. 

Dr. Edward R. Barber, Clio, and Miss Eleanor 
Szlem, were married recently. 

Dr. Furman Townsend Wallace, Chester, and Miss 
Records, Indianapolis, Indiana, were married recently. 

Dr. Clarence Wilson Orr and Miss Mary Eliz:beth Holler, 
both of Spartanburg, were married recently. 

Dr. John Overbey Watkins and Mrs. Mary Leigh Johnstone, 
both of Spartanburg, were married recently. 

Dr. Eugene Daniel Guyton and Miss Eloise Bethea McCall, 
both of Marion, were married recently. 


Thompson, 


Virginia 


DeaTHs 


Dr. J. B. Edwards, Swansea, aged 55, died recently. 

Dr. Herbert Thadeus Hames, Jonesville, aged 64, died January 
4 of a heart attack. 

Dr. Baynard Lawton Harris, St. 
cently. 

Dr. Bertie R. Johnston, aged 47, died January 1. 

Dr. Cephas Cole Hill, Darlington, aged 64, died recently. 

Dr. Walter Boone, Gaffney, aged 50, died January 1. 

Dr. Herbert U. Seabrook, Charleston, aged 56, died recently. 

Dr. James R. Sparkman. Spartanburg, aged 58, died January 4. 


Charles, aged 69, died re- 


TENNESSEE 


Davidson County Medical Society has elected Dr. H. L. 
Douglass, President; Dr. J. C. Overall. Vice-President; and Dr. 
H. E. Paty, Secretary-Treaasurer, all of Nashville. 

Five-County Medical Society (Hardin, Lawrence, Lewis, Terry 
and Wayne) has elected Dr. W. E. Boyce, Hohenwald, Presi- 
dent; Dr. J. V. Hughes, Savannah, Vice-President for Hardin 
County; Dr. J. W. Danley, Lawrenceburg, Vice-President for 
Lawrence County; Dr, Jerome Powers. Hohenwald. Vice-Presi- 
dent for Lewis County; Dr. O. A. Kirk, Linden, Vic*-President 
for Perry County; Dr. J. T. Keeton, Clifton, Vice-President 
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Bz complex. 


POTENT 


Literature on request. 





For that Low Blood Count Prescribe: 


LIQUID EXTRACT OF LIVER 
WITH IRON VALENTINE 


The whole liver extract retaining the primary 
and secondary fractions as well as the natural 
Thirty grains of iron per fluid 
ounce is added. Each ounce of the extract is 
prepared from eight ounces of liver. 


Supplied in 8 oz. bottles. 


VALENTINE COMPANY, INC. 
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EFFECTIVE 
ECONOMICAL 


RICHMOND, VIRGINIA 
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aban. 
Sound ROGESTORAL 


R PRESCRIBING P 


‘poche-Organon 






1. EFFECTIVENESS. Numerous clinical studies have demonstrated that effective luteal 
therapy can now be given orally. By prescribing Progestoral ‘Roche-Organon’, the physician 
can adequately replace the needle and syringe in administering the corpus luteum hormone. 
For example, a prescription for 10 Progestoral Tablets, 10 mg each, provides a therapeutic 
effect, by the oral route, which is equivalent to 16 injections of Progestin of 1 mg each. 


2. CONVENIENCE. In these days of gas rationing and restricted travel patients who may 
be unable to come for frequent office treatment need not suffer the recurrent distress of 
premenstrual tension, dysmenorrhea, functional uterine bleeding, abortion, or 
other disorders which require treatment with the corpus luteum hormone. Oral luteal therapy 
with Progestoral will maintain them in complete comfort in the absence of injections. 


3. ECONOMY. Constantly broadening demands by the profession for Progestoral, as 
well as improved methods of manufacture, recently made possible a 50% reduction in its 
price. The lower price of Progestoral releases the physician from financial restrictions that 
may have hampered the adequate use of this efficacious remedy and makes Progestoral 
therapy available to all patients requiring such treatment. 


Progestoral is available in 
5-mg tablets, boxes of 20, 
40, 100, and 250, and in 
10-mg tablets, boxes of 
10, 20, 40, 100, and 250. 


FOR. ACTIVE ORAL LUTEAL THERAPY PRE 
SCRIBE PROGESTORAL ROCHE-ORGANON 





ROCHE-ORGANON, INC., ROCHE PARK, NUTLEY, N. J. 


IN CANADA: ROCHE-ORGANON (CANADA) LTD., MONTREAL 





38 
Continued from page 56 


for Wayne County; and Dr. O. H. Williams, Savannah, Sec- 
retary-Treasurer. 

Robertson County Medical Society has elected Dr. A. R. 
Kempf, Springfield, President: Dr. W. S. Rude, Ridgetop, 
Vice-President; and Dr. John S. Freeman, Springfield. Secretary- 


Treasurer. 


Thomes Frank Gailor Psychiatric Hospital and Diagnostic 
Clinic was recently officially dedicated as part of the John 
Gaston Hospital, Memphis. Dr. Theron S. Hill, Professor of 


Psychiatry, University of Tennessee College of Medicine, is 
Director of the new Hospital, and Dr. Arthur F. Cooper, Mem- 
phis, has been appointed full-time Director of the Outpatient 
Department of the new unit. The hospital will be staffed by 
the University of Tennessee College of Medicine and, except 
for the staff salaries, the operating expenses will be handled 
throuzh the Memphis and Shelby County Health Department. 
City, county and state funds in the amount of $515,000 were 
ussd to finance the cost of the hospital. 


Dr. Luther Warren Chesney and Miss Margaret 


Marian 


Moore. both of Knoxville, were married recently. 
DEATHS 
Dr, Henry Osgood Anderson, Williamsport, aged 62, died 
recently of heart disease. 
Dr. Benjamin Clayton Arnold, Jackson, aged 54, died re- 


cently of cerebral hemorrhage. 

Dr. James Isaac Bradshaw, Erwin, aged 74, dicd recently. 

Dr. S. S. Brown, Pleasant View, aged 70, died recently. 

Dr. John D. Bryant, Fzyetteville, aged 75, died recently of 
coronary heart disease. 

Dr. Charles A. Kelly. Clarksville, aged 75, died recently. 

Dr, C. H. Kyker, Johnson City, aged 56, died recently. 

Dr. Wright Sylvester Mims, Ardmore, aged 65, died recently 
ef acute myocarditis. 

Dr. Jerry James McFarlznd, Lebanon, aged 71, did recently 
of myocarditis and hypertrophy of the prostate. 

Dr. William Arthur Trevena. Ocoee, aged 61. died recently 
of intestinal obstruction following an old appendicitis operation. 


GASTRON, a highly potent 
stable concentrate of the en- 
tire gastric mucosa including 
the pyloric, is an effective 
gastric substitution therapy 
in conditions of digestive 


functional failure. It contains 
the various complex ingre- 


GASTRON WITH /RON 
provides iron in easily tolerable quantity 
and renders it readily assimilable 
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Dr. Joseph Lane Voorhies, Columbia, aged 82, died recently 
of heart disease. 


TEXAS 

Wharton, Jackson, Matagorda, and Fort Bend County Medical 
Society has elected Dr. J. W. Simons, Newgulf, President; Dr. 
J. W. Weeks, Rosenberg, Vice-President; and Dr. R. G. Johnson, 
Newgulf, Secretary-Treasurer. 

National Physicians Committee of the 14th Congressional 
District of Texas was organized at Kenedy recently. Dr. N. A 
Poth, Seguin, was elected Chairman and Dr. J. A. C. Dauchett, 
Seguin, Secretary. The purpose of this permanent organiza- 
tion is to assist in maintaining medical standards of health of 
the nation. 


Harris Memorial Methodist Hospital, Fort Worth, has had 
improvements, totaling $106,621.18, made during last year, in- 
cluding increases to land and buildings, furniture and equip- 


ment 

Newton Memorial Hospital, chartered as a nonprofit organi- 
zation, was recently opened at Cameron. It was founded to 
commemorate the life and work of the late Dr. W. R. Newton, 
Sr., and was built from the home of the late Dr. Newton 
by expanding certain parts with additions. 

University of Texas Board of Regents, Galveston, has ap- 
pointed Dr. Chester North Frazier, who recently was engaged 
in venereal disease control work at Johns Hopkins School of 
Hygiene and Public Health, Baltimore, Maryland, and for 
twenty years Assistant Professor of Dermatology and Syphilology 
at the Peiping (China) Union Medical College, as Professor 
of Dermatology and Syphilology; Dr, C. B. Sanders, Houston, 
Lecturer of Pathology in the School of Medicine, a recently 
created position; and Dr. Irene Neuhauser, Chicago, Illinois, 
Instructor in Syphilology. these being the first major faculty 
appointments of the School of Medicine since Dr. Chauncey 
D. Leake became Vice-President and Dean. Dr. Jarrett E. 
Williams. Associate Professor of Pathology, was granted a 
leave of <bsence and the following were granted leaves of ab- 
sence for military service: Dr. A. Packchanian, Professor of 
Bacteriology; Dr. E. R. Thompson, Assistant Instructor in 
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dients of the gastric secretion 
in their normal association. 

In gastritis or dyspepsia asso- 
ciated with achlorhydria, 
Gastron alone or with HCl 
caragog brings prompt re- 
ief. It is also useful in the 
nausea and vomiting of preg- 
nancy, impaired digestion of 
convalescence and old age, 
and in anemias. 


ORIGINATED AND MADE BY 


FAIRCHILD BROS. & FOSTER 


NEW YORK, N.Y. 
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THE SAME VITAMIN A and D CONTENT 


VITAMIN BEARING 1% 














The small, pleasantly flavored tablet contains the same 
natural-source vitamins A and D, in the same potency, as 
the full teaspoonful of cod liver oil.* 


White’s Cod Liver Oil Concentrate Tablets are pleasant 
to take, and avoid dosage difficulties even with obstinate 
youngsters. In pregnancy, childhood, convalescence and 
other periods when bulky medication is likely to be ob- 
jectionable, the compact, potent White’s Cod Liver Oil 
Concentrate Tablets are readily accepted. 

White’s Cod Liver Oil Concentrate—in drop-dosage, tablet 
or capsule form—contains no added pro-vitamin or artifi- 
cially activated sterol: 


Whites 
COD LIVER OIL CONCENTRATE 


LIQUID for simplified dosage to infants— 
Two drops provide the same A and D potency as one 
teaspoonful of cod liver oil.* Easily administered 
without waste. Supplied in bottles of 6 cc., 30 cc., 
60 cc. 


TABLETS for youngsters and adults— 
Exch tablet provides the same A and D potency as 
one teaspoonful of cod liver oil.* A special protec- 
tive coating is provided as an aid in assuring stability 
of potency. Supplied in packages of 45 tablets; 
bottles of 100, 240, 1000 tablets. 

CAPSULES for larger doses— 
(Or wherever capsular medication is preferred.) One 
tiny capsule provides the A and D potency of ap- 


proximately 1% teaspoonfuls of cod liver oil.* Bot- 
tles of 40, 100 and 500 capsules. 


Ethically promoted—Not advertised to the laity. 
White Laboratories, Inc., Newark, N. J. 


*U. S. P. Minimum Requirements 





LESS THAN A PENNY A DAY 


In contrast to the current high retail cost of plain cod liver oil, the economy 
of White’s Cod Liver Oil Concentrate—quite aside from its other advantages—is 
more marked than ever before. Prophylactic anti-rachitic dosage of White’s Cod 
Liver Oil Concentrate Liquid for the infant costs less than a penny a day. 








60 SOUTHERN MEDICAL JOURNAL 


Continued from page 58 


and Dr. A. J. Jenkins, Instructor 


Dermatology and Syphilology; 
in Obstetrics and Gynecology. 

Texas Pediatrics Society has installed Dr. Frank Lancaster, 
Houston, President; and has elected Dr. Max Woodward Sherman 
Vice-President (President-Elect); and Dr. John E. Ashby, Dallas, 
Secretary-Treasurer, re-elected 

Texas Public Health Association, having abandoned its fall 
meeting to be held at Austin because of war conditioms, has 
elected Dr. Harold Wood, Austin, President; Dr. Lewis Dodson, 
President-Elect; and Dr. R. L. Cherry, Austin, First Vice- 
President. 

Dr. T. E. Crump, Cameron, was recently appointed Director 
of the Robertson-Milam County Health Unit, succeeding Dr. 
Roy Reed, who has entered the armed forces. Dr. Crump will 
give full-time service to the Health Unit. 

Dr. C. T. Womack, San Angelo, has been appointed Health 
Officer of Tom Green County. 

Dr. A. North, Corpus Christi, 
Officer of Nueces County. 

Dr. Cecil A. Robinson, Kermit, has been appointed Health 
Officer, and Dr. C. E. Wilson, Wink, Assistant Health Officer 
of Winkler County. 

Dr. W. T. Black, Quitman, was recently honored by citi- 
zens of Quitman and surrounding territory on the occasion of 
his sixty-fifth birthday with gifts of $100 and a $50 war bond. 

Dr. E. L. Hill, U. S. Public Health Service, was recently 
attached to the Orange City-County Health Unit as Assistant 
Director and as Medical Officer in charge of the Orange Unit. 
Dr. Hill was attached to the staff because of the greatly 
increased venereal disease and immunization programs. 

Dr. Davis Spangler, Dallas, was elected one of the Vice- 
Presidents of the Radiological Society of North America at its 
recent meeting held in Chicago. 


was recently appointed Health 
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Dr. Allan Estes Walker, Waxahachie, and Miss Erma Mur- 
phy, Ardmore, Oklahoma, were married recently. 


DEATHS 


Dr. Lewis Leroy Bartlett, Dalhart, aged 81, died recently 
of arteriosclerotic heart disease. 

Dr. William John Dougherty, Brownsville, aged 64, died re- 
cently of chronic myocarditis. 

Dr. W. G. Harris, Plano, aged 84, died December 4, 1942. 

Dr. Robert Edwin Hilburn, Wichita Falls, aged 70, died 
recently of heart disease. 

Dr. Lucius Bartin Leake, 
carcinoma of the colon. 

Dr. William Josiah Shipp, Ore City, aged 65, died recently 
of uremia. 

Dr. Charles Frederick Seafers, Palestine, aged 70, died recently 
of coronary occlusion. 


Temple, aged 45, died recently of 


Dr. Herbert C. Maxwell, Lubbock, aged 60, died recently 
of heart disease. 
Dr. J. E. Martin, Eddy, aged 68, died recently of heart 


disease. 


Dr. Frederick Llewellyn Thomson, San Antonio, aged 68, 
died recently. 
VIRGINIA 
Richmond Academy of Medicine has installed Dr. Arthur S. 


Emmett H. Terrell, Presi- 
First Vice-President; Dr. 
Dr. R. J. Main, Record- 
Chairman of 


Brinkley, President; and elected Dr. 
dent-Elect; Dr. T. Neill Barnett, 
G. R. Maloney, Second Vice-President; 
ing Secretary; and Dr. Beverley R. Tucker, 
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Blood and Urine. 





ling reaction. 
bined form in blood and urine. 


amount of time. 


$23.50 F. O, B. Towson, Baltimore, Md. 


LaMOTTE BLOOD CHEMISTRY SERVICE 


New LaMotte Outfit for the Determination 
of Sulfanilamide, Sulfapyridine, Sulfathi- 
azole, Sulfaguanidine and Sulfadiazine in 


Latest improved procedure employs N (1- 
Naphthyl) ethylenediamine dihydrochloride 
and Ammonium Sulfamate in the coup- 
Determines free and com- 
This simple procedure enables 
one to determine one or all five of these drugs in a minimum 
Outfit is complete with instructions. 


LaMOTTE CHEMICAL PRODUCTS CO., Dept. S, Towson, Baltimore, Maryland 





This Service includes a series 
of similar outfits for conduct- 
ing the following accurate 
tests: Blood Sugar, Blood 
Urea, Icterus Index, Phenol- 
sulphonphthalein, Urine pH, 
Blood pH, Gastric Acidity, 
Calcium -Phosphorus, Blood 
Bromides, Blood Proteins, 


Rea Urinalysis. 























To Assure Quick Dependable Response 


Discriminating Physicians are Prescribing 
the easily soluble 


DUBIN AMINOPHYLLIN 


THEOPHYLLINE-ETHYLEMECIAMINE 





American Made from American Materials 


H.E.OUBIN LABORATORIES 
E.43% 


“St. N ees. York. N.Y. 
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THE ORIGINAL DEHYDROCHOLIC ACID 


The introduction of Decholin — dehydrocholic acid — 
initiated a new era in bile salt therapy. Prior to 1928, therapy 
was restricted to desiccated bile products, mixtures of 
variable composition and uncertain therapeutic action. 


Decholin prompted an imposing chain of research studies 
which have clarified considerably the physiology and 
pathology of the gallbladder, bile ducts, and the liver, and 
have added a new efficacy to therapy. Of the 408 original 
research investigations on the clinical value of dehydrocholic 
acid, all are based on Decholin, the pioneer chemically pure 
dehydrocholic acid. 


Decholin is the most potent hydrocholeretic available. It 
increases the elaboration of bile by the liver cells as much 
as 200 per cent, affording a valuable means of flushing the 
biliary passages and thus tending to discourage ascent of 
infection. The toxicity of Decholin is lower than that of any 
other known bile acid, so low that its sodium salt, Decholin 
sodium, is given intravenously. 


Because of its well-defined pharmacodynamic action and 
its extremely low toxicity, Decholin is of established value 
in chronic cholecystitis, noncalculous cholangitis, and biliary 
stasis. Its only contraindication is complete obstruction of 
the hepatic or common bile duct. 


Twelve 


Years 


Council 
Accepted 





Decholin is available in boxes of 25, 100, and 500 sanitaped tablets. 
Decholin sodium is supplied in 20 per cent solution, in boxes 
of three and twenty 3 cc., 5 cc., and 10 cc. size ampules. 





Riedel -deHaen, Inc. 


SEw Vora, a. ¥. 


In CHRONIC CHOLECYSTITIS, CHOLANGITIS, 
BILIARY TRACT SURGERY 
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Board of Trustees. Dr. Harvey B. Haag and Dr. Don S. Daniel 
were elected members of the Board. Mrs. H. V. Godbold, Jr., 
retains the office of Secretary-Treasurer. 

Virginia Tri-State Medical Association meeting, which was to 
have been held in Lynchburg in February, has been post- 
poned for the duration of the war. 

Seaboard Medical Association at its recent annual meeting 
elected Dr. L. Harrell, Norfolk, President; Dr. M. A. 
Pittman, Wilson, North Carolina; Dr. H. G. Ashburn, Norfolk; 


Dr. Leslie Lee, Kinston; and Dr. O. R. Yates, Suffolk, Vice- 
Presidents; and Dr. P. Jones, Newport News, Secretary- 
Treasurer, re-elected, 


Dr. G. B. Arnold, who has been Major in the Army Medical 
Corps, has been discharged from the service because of minor 
physical disability and has resumed his duties as Superintendent 
of the Lynchburg State Colony. 

Dr. D. L. Harrell, Jr., who served in the absence of Dr. 
G. B. Arnold as Superintendent of the Lynchburg State Colony, 
has returned to his former position as Superintendent of the 
Petersburg State Colony. Dr, Harrell is also Acting Clinical 
Director of the Central State Hospital, Petersburg, on a part- 
time basis pending return of Dr. L. X. Kolipinski, who is in the 
armed forces. 

Dr. D. P. Scott has been named Chairman of the reorganized 
Lynchburg Tuberculosis Association. 

Dr. Catherine W. R. Smith has been appointed Assistant 
Physician, Bureau of Maternal and Child Health, State Health 
Department, Richmond. 

Dr. Dora E. Brault has been assigned to the staff of St. 
Vincent’s Hospital, Norfolk. 

Dr. Vernon A. Turner, Health Officer of Augusta County, 
has been granted a leave of absence to serve in the U, S. 
Army. Dr. Thomas Scarlett, Rockingham County Health Offi- 
cer, will take over part of Dr. Turner’s work, and Dr. H. M. 
Wallace, Greenville, will continue as Assistant County Health 
Officer of Augusta County. b 

Dr. Linwood D. Keyser, Roanoke, was elected a Correspond- 
ing Foreign Member of the Argentine Society of Urology at 
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its annual meeting in Buenos Aires in recognition of original 
research in this field. 
Dr. James Bannister Stone Perrow and Miss Margaret Louise 


Turner, both of Lynchburg, were married recently. 

Dr. Henry Price Deyerle, Harrisonburg, and Miss Mary 
Elizabeth Savage were married recently. 

Dr. Archibald C, Randolph, Upperville, and Mrs. Theodore 
Ayer Winthrop were married recently. 

Dr. Thomas Foster Wheeldon, Richmond, and Miss Gladys 


Pearl Jenkins, Frostburg, Maryland, were married recently. 
Dr. David Samuel Garner, Roanoke, and Miss Willye Mae 
Webb, Delray Beach, Florida, were married recently. 
Dr. Powell G. Dillard has been appointed Lynchburg’s school 
physician to succeed Dr. J. Paulette Clark, deceased. 
DEATHS 


Dr. John Edward Knight Flannagan, 
recently of a heart attack. 
Dr. William Elliott Dold, Charlottesville, 


Marion, aged 43, died 


aged 86, died re- 


cently. 

Dr, Leverett Saltanstall Early, Petersburg, aged 68, died 
recently. 

Dr. Gray Godwin Holladay, Portsmouth, aged 72, died 
recently. 

Dr. William Massie Tunstall, Lovingston, aged 74, died re- 
cently of cerebral hemorrhage. 

WEST VIRGINIA 

Fayette County Medical Society has elected Dr. C. H. Engel- 

fried, Montgomery, President; Dr. W. B. Davis, Kimberly, 


Vice-President; and Dr. Eugene Ss. Carter, re. Scarbro, Secretary- 
Treasurer. 

Logan County Medical Society has elected Dr, W. P. Hamilton, 
Logan, President; Dr. R. E. Traul, Logan, Vice-President; and 


Dr. T. H. Millman, Earling, Secretary-Treasurer. 
DEaTHS 
Dr. Michael Bernard Kelly, Charleston, aged 70, died recently. 











EFFECTIVE THERAPY 
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Otitis Media 


REQUIRES ANALGESIA - BACTERIOSTASIS, AND DEHYDRATION 
OF THE TISSUES. 


Aralbgan 


THE DOHO CHEMICAL CORPORATION, New York 
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NIGHT SHIFT... 














they all need 


ENDOGLOBIN 


WITH VITAMIN B, 
A GOOD GENERAL TONIC 


T has been authoritatively stated that, today, there are millions 
of nutritionally deficient workers in our production army, men 
and women who need “a good general tonic.” 

Endoglobin is a palatable and skillfully blended combination 
of iron, as iron peptonate, liver substance, fresh beef blood (govern- 
ment inspected) and glycerophosphates, in a non-alcoholic, sugar- 
free medium. The beef blood is so treated as to permit easy assimi- 
lation of the cells. Vitamin B, has been added for its known thera- 
peutic value. It's safe for the whole family, from baby to Gramps, 
effective in teaspoonful doses—and economical to the last drop. 

Prescribe ENDOGLOBIN when “a good general tonic” is 
indicated. 

HOW SUPPLIED—8 oz. and 16 oz. bottles. 


ENDO PRODUCTS, INC. 


RICHMOND HILL NEW YORE 
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In the past a frequent complaint from mothers was the expense 
incurred when the large bottle of antiricketic 


was accidentally upset. 








OLEUM PERCOMORPHUM 


Even if the bottle of Oleum Percomorphum is accidentally tipped over, there is no loss of 
precious oil nor damage to clothing and furnishings. The unique Mead’s Vacap-Dropper* 
is a tight seal which remains attached to the bottle, even while the antiricketic is being 
measured out. Mead’s Vacap-Dropper offers these extra advantages also, at no increase in price: 





Unbreakable 

Mead’s Vacap-Dropper will not 
break even when bottle is tipped 
over or dropped. No glass dropper 
to become rough or serrated. 


No “‘messiness”’ 


Mead’s Vacap - Dropper protects 
against dust and rancidity. (Rancid- 
ity reduces vitamin potency.) Sur- 
face of oil need never be exposed to 
light and dust. This dropper cannot 
roll about and collect bacteria. 


Accurate 

This unique device, after the patient 
becomes accustomed to using it, 
delivers drops of uniform size. 


No deterioration 


Made of bakelite, Mead’s Vaca 
Dropper is impervious to oil. No 
chance of oil rising into rubber 
bulb, as with ordinary droppers, 
and deteriorating both oil and rub- 
ber. No glass or bulb to become 
separated while in use. 





EXIGENCY OF WAR: 


Oleum Percomorphum 
50% is now known as 
Oleum Percomorphum 
50% With Viosterol. The 
potency remains the same; 
namely, 60,000 vitamin A 
units and 8,500 vitamin D 
units per gram. It consists 
of the liver oils of perco- 
morph fishes, viosterol,and 
fish liver oils, a source of 
vitamins A and D in which 
not less than 50% of the 
vitamin contgnt is derived 
from the liver oils of per- 
comorph fishes (princi- 


*Supplied only om the 50¢.c. size; the 10¢.c. size is still supplied with the ordinary type of dropper. 


OLEUM PERCOMORPHUM 


More Economical Now Than Ever 
MEAD JOHNSON & COMPANY «© EVANSVILLE, INDIANA, U.S. A. 


perate in p ing their reaching unauthorized persons. 


pally Xiphias gladius, 
Pneumatopho diego, 
Thunnus thynnus, reo- 
lepis gigas, and sely 
allied species). 

















Please enclose professional card when requesting samples.of Mead Jobnson products to 
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WITH ADRENALIN IN ASTHMA 


. Adrenalin* sounds a clear, unwavering note 
in its marked ability to dilate and clear the 
bronchioles in bronchial asthma . . . Adren- 
alin: in. aqueous solutions for speedy relief 
in asthmatic emergencies . . . Adrenalin in 
Oil. for sustained all-night relaxation and 
comfort. No medication is. more effective, 
none more widely relied upon. 


Adrenalin, an epinephrine manufactured ex- 
clusively’ by Parke, Davis & Company, is of 
value in preventing. and treating various al- 
lergic. states, in checking superficial hemor- 
rhage, for stimulating vital centers in certain 
crises. 


Adrenalin isa powerful vasoconstrictor, cir- 
culatory stimulant and hemostatic. It repre- 
sents a standardized, natural hormone, 100 
per cent active. Are your bag and office 
supplied? 


*Trode-mark Reg. U.S. Pat. Off. 


Products of modera research offered to the medical profession 
by Porke, Davis & Company, Detroit, Michigan. 














